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Association of Midwives of Newfoundland and Labrador 
(Chapters in Goose Bay and St. John's) 
Newsletter 17 
March 2001 
The next meeting will be the Annual General Meeting, after which the new executive 
committee will assume responsibility for the Association. However, at the time of preparing this 
Newsletter, we are looking for a Secretary. The President and Treasurer are appointed by 
acclamation. The Constitution and Bylaws have been updated. Full members will note that the 
first two pages of the Constitution have been further revised. As there were several new revisions 
in the Bylaws a complete copy of these are enclosed. The revised Mission Statement has been e-
mailed to full members. These are being sent to all members with this mail out because of 
changes in printing arrangements which we are having to make for future issues of the 
Newsletter. 
Items for the Newsletter are welcomed a.t?-d those who submit are responsible for 
obtaining permission to publish in our Newsletter. The Editor does not accept this responsibility. 
Items for the next Newsletter should be received by the Editor no later than May 15. 
This Newsletter is the method by which news regarding future legislation can be 
circulated. So, if you have not yet done so, renew your membership for 2001 today. A 
membership form is at the end of this Newsletter. 
Pearl Herbert, Editor, c/o School of Nursing, 
Memorial University ofNewfoundland, St. John's, NF, AlB 3V6 (Fax: 709-777-7037) 
Association of Midwives of Newfoundland and Labrador 
Annual General Meeting, Apri16, 2001,4:00 p.m. (Island time). 
Members on the Labrador Coast advise Telemedicine prior to the meeting 
Is this your last Newsletter? Renew your Membership Now. 
Executive Committee 
President: Pearl Herbert 
Treasurer: Pamela Browne 
Newsletter Editor: Pearl Herbert 
Secretary: 
Co-Signer: 
Karene Tweedie 
Alison Craggs 
Home page: http://www.ucs.mun.ca/--pherbertl Newsletter in HSLibrary: WQ 160 N457n 
New President: Ann Chaulk 
Past President: Pearl Herbert 
Treasurer: Jane Hunt 
Secretary: ? 
Do YOU want to Practice Midwifery in this Province? 
Midwives who may wish to practice midwifery when legislation comes into effect 
should give their names to either Elizabeth Lundrigan at ARNNL or 
Martha Muzychka, Community & Social Services St. John's Region, 
P.O. Box 13122, St. A, St. John's, NF, AlB 4A4, before April26, 2001. 
(You cannot commit yourself until Legislation is passed) 
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Association of Midwives of Newfoundland and Labrador President's Report, March 2001 
The Association of Midwives of Newfoundland and Labrador (AMNL) continues to 
develop. The name of our Association was changed after the vote was ratified at the January 
2001 meeting. At this meeting we also Minuted the results of the votes in favour of accepting the 
Philosophy and Code of Ethics. At the previous meeting the logo had been accepted. 
AMNL continues to have three meetings a year by teleconference and to receive time for 
teleconference meetings, for which we thank donating organizations. During the past 12 months 
we had the annual general meeting on March 17, 2000, and general meetings on September 15, 
2000, and January 12,2001. In between meetings and the four issues of the Newsletter (January, 
March, June, and September), members are sent current information, in which they may be 
interested, by electronic mail. We also have a web site which is visited by students and other 
interested persons. We are now developing a Mission Statement and revising the 1998 
Constitution and Bylaws. 
Membership for 2000/2001 has been 30 of whom 21 (70%) are full members (1 outside 
of the province), 4 (13%) retired or unemployed, and 5 (17%) are associate members. We 
currently have some new members not counted in these figures, who have joined early for 
2001/2002. This compares to 1999/2000 when there were 29 members; 16 (55%) full members 
(2 outside of the province), 7 (24%) retired or unemployed, and 6 (21 %) associate members. In 
1998/1999 there were 31 members of whom 19 (61 %) were full members and 12 (39%) associate 
members. In 1997/1998 there were 29 members when 24 (83%) were full members and 5 (17%) 
were associate members. 
A major happening was in the Autumn of 1999 when the Provincial Government 
appointed a multi-disciplinary Midwifery Implementation Committee (MIC) and the first 
meeting was held on October 20, 1999. The main task of the Midwifery Implementation 
Committee is to provide advice on the development of legislation related to midwifery and the 
implementation of midwifery services in Newfoundland and Labrador. To assist with this task 
three subcommittees were formed in order to provide recommendations related to the scope and 
standards of midwifery practice, midwifery education and registration requirements, and a 
committee to recommend about communicating information to professionals and the general 
public. Eventually a Board (College) is to be formed to protect the public and an Association to 
assist the midwives. Midwives were appointed to the MIC and are members of each of the 
subcommittees. Midwifery in Canada is autonomous and woman-centred. Midwives provide the 
first point of entry to the maternity care system, there need only be a consult with a physician if 
there is a problem with the mother or baby. The emphasis is on continuity of care from early 
pregnancy through to six-weeks postpartum for mother and baby. When legislation comes into 
effect midwives have to be registered to practice (similar to members in other professions). 
We continue to be represented on the Canadian Association of Midwives (CAM) as the 
professional association representing midwives in this province. At the June 2000 annual general 
meeting which was held in Winnipeg, the name of the Canadian Confederation of 
Midwives/Confederation Canadienne des Sage-Femmes (CCM/CCSF) was changed as it is no 
longer a confederation but is now a national association. The new name is Canadian Association 
of Midwives (CAM) and there is an executive committee of President, Secretary and Treasurer, 
and Board members consist of the representatives from provincial Midwives Associations (the 
territories do not yet have Associations). All of the full members of AMNL are members of 
CAM. CAM now has a list serve and a web site. The Bylaws (Constitution) have been written 
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and CAM is being incorporated as an Association. This all costs money and so from January 
2002, the fees which each provincial association pays (per full member) are being increased. 
CAM is also changing the financial year to be from January to December. As a result of these 
changes, we are revising the AMNL 1998 Constitution and Bylaws to show that we now have a 
national association, with respect to the financial year (so that we will have the necessary money 
to pay the membership fees to CAM) and the increase in fees, and that AMNL now has a new 
name. 
The next CAM annual general meeting will be held October 3 in Toronto. This will 
precede a two-day international conference, a meeting of the American Midwifery educators, and 
a two-day Emergency Skills Workshop (nearly a week of meetings). Between the annual general 
meetings CAM Board members meet by telephone conference calls and through electronic mail. 
Since 1998 AMNL has been a member of the "Agreement on Mobility for Midwifery in 
Canada. Mutual Recognition Agreement (MRA)". The MRA was formed to comply with the 
Agreement on Internal Trade (AIT), Chapter 7 Labour Mobility, and this work has to be 
completed by July 1, 2001. These meetings have been reported in past issues of our Newsletter. 
(In June 1998 Pearl H. and Maureen L. were at a meeting in Toronto, January 2000 Pearl, 
Maureen, and Kay M. attended a teleconference meeting, March 2000 Pearl attended a 
teleconference meeting, July 2000 Kay attended a meeting in Toronto, November 2000 Pearl 
attended a meeting in Toronto). The regulatory bodies will be meeting in Victoria, BC, at the end 
of March 2001 to sign the Agreement. Those of us who have been observers (as we do not yet 
have a recognized College) will then sign that we have participated in the development of the 
MRA. The MRA will enable midwives who meet the criteria, e.g. at least 60 births in the past 5 
years (i.e. 1 birth a month), have been the primary midwife at a set percentage of these births·, 
and provided continuity of care to half of them, to easily move from one jurisdiction in the 
country to another. 
At the end of October 2000, the President represented AMNL at meetings organized by 
the Provincial Department of Health and Community Services to introduce the Canadian Institute 
of Child Health's book The Health of Canada's Children: A CICH Profile. This introduction was 
followed by presentations relating data to this province. Then the next day there was an Early 
Childhood Development Priority-Setting Session. These were reported in the Newsletter, No. 16. 
A poster, "Midwifery in all Cultures", was displayed for AMNL at the Women's Health 
Forum held at the City Hall in St. John's on September 29, 2000. 
I have been President of our Midwives Association since 1993, We have had many 
changes during these past eight years, but we have survived. Many more changes are due to 
happen in the next few years. I now hand-over to the new President, who has been elected by 
acclamation, and wish her all the best. I become the Past President and, if members so wish, am 
willing to continue ''wearing the hat" of the publicity committee, which includes the Newsletter. 
Thank you to the Executive Committee members and to all the members of the Association for 
their support during these past years. 
Submitted by Pearl Herbert, President 
Association of Midwives of Newfoundland and Labrador's Newsletter 
There have been Newsletters since July 1983. The first one was for the Atlantic Maternal 
Newborn Nursing Association and the Atlantic Nurse Midwives Association, Darlene Manuel 
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and Cheryl Saunders were the editors, and the Newsletter consisted of2 pages plus a 2-page 
questionnaire. In March 1984, Newsletter No.2 was headed the Alliance of Midwives, Maternal 
and Newborn Nurses and had a logo and consisted of 5 pages. Newsletter Volume 2, No. 1 was 
for Winter 1985, and the editors were Shirley Solberg and Darlene Manuel and consisted of 6 
pages. By April1986 there was a photograph in the front, Sandra LeFort was the editor and there 
were 12 pages. Fall1987 had another photograph, and 7 pages. Julie O'Hollaren was the editor 
for the 1987/88 Newsletter which consisted of 27 pages, and the Winter 1988/89 Newsletter 
which consisted of 7 pages. 
In 1992 Pearl Herbert became the Editor and commencing January 1992 the Alliance of 
Midwives, Maternity and Newborn Nurses of Newfoundland and Labrador Newsletter was 
published four times a year (January, March, June, September) until January 1997. There were 
extra issues in October 1993 which contained a report of a discussion paper from the Provincial 
Advisory Committee for Midwifery, and in July 1994 to report the conference proceedings. In 
March 1997 there was an update regarding the demise of the Alliance and the future of the 
Midwives Association. Since then, the Midwives Association's Newsletter has been published 
four times a year, and an extra one to report the conference proceedings in October 1998. The 
Newsletters contain information of interest to midwives and others who are involved in 
providing care throughout the childbearing cycle to mothers and babies, including, happenings 
across the nation regarding midwifery, breastfeeding information, surveillance information, 
research articles, library acquisitions. Contributions are always welcomed but the person 
submitting is responsible for obtaining permission for the materials to be printed in the 
Newsletter. 
A green cover was first placed on the July 1994 Newsletter, No. 12. This cover showed 
the original March 1984logo. Green was chosen as it is the editor's favourite colour and no other 
suggestions had been received. Starting with the June 1997 issue two other "dumpling" figures, a 
midwife and a coach, joined the "dumpling" mother and baby. A copy of each Newsletter is kept 
in a ring binder in the Health Sciences Library reference section under WQ 160 N457n, where 
they are readily accessible to both students and others who are looking for information. 
The total cost for four issues of the Newsletter from March 2000 to January 2001, was 
$246.37 of which $122.23 was for postage and $6.15 was for printing the revised draft of the 
Constitution and Bylaws. All photocopying and printing charges are included in the remaining 
$117.99. This was the equivalent of$5.27 from each membership fee for 2000/2001. This does 
not take into account the Newsletters which are distributed to those who are not members, e.g. to 
the chairperson of the Midwifery Implementation Committee, the president of the Canadian 
Association of Midwives, the Alberta Association of Midwives, the binder in the Health Sciences 
Library, and one for the secretary's file. Extra copies are used for recruitment purposes (it has 
been cheaper to get one or two extra copies at the time of printing than to photocopy individual 
additional copies), and when a member joins the Association they are given back copies, as long 
as they are available, for the year for which they are paying (as we do not take membership fees 
by individual years but by the AMNL financial year). 
The issues ofNewsletters in 2000/2001 had an average of37 pages including the cover. 
This compares to 1999/00 when the average was 35 pages and $6.95 per year for each member; 
1998/1999 the average was 36 pages and $6.10 per year for each member; 1997/98 the average 
was 26 pages and $5.12 per year for each member. 
Now we have to find a new printing service which will probably more than double the 
past costs for the Newsletter. We also plan to replace the "dumplings" with our chosen logo. 
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Should You Always Accept Research Statistics at Face Value? The following is edited from a 
message received from Patricia Martens, a researcher at the University of Manitoba. 
This item is regarding the Breastfeeding Duration Rates which are given in the two main 
National Surveys: the National Longitudinal Survey of Children and Youth (NLSCY) and the 
National Population Health Survey (NPHS). Both NLSCY and NPHS excluded First Nations 
women living "on reserve" from data collection. Data from the NPHS 6-month breastfeeding 
duration rates are actually higher than the NLSCY rates for the same (approximately) time 
period. For the document Assessing the Health of Manitoba's Children, released on March 7, 
2001, both 1994 and 1996 NLSCY data were being used at an individual level (not normally 
available to the public, but available to researchers through strict access). Patricia has done 
extensive work into trying to figure out why the discrepancy occurred, plus why with their 
"recrunching" of the NLSCY data, numbers for Manitoba were so far off that reported. It was 
found that the national survey calculations were· done by excluding from these calculations 
babies who were breastfeeding at the time of the survey. Therefore, there was a bias towards 
underestimating breastfeeding duration rates. The bias is worse in NLSCY than in NPHS, 
because for the NLSCY women were interviewed whose babies were less than two years old, and 
for the NPHS the babies were less than five years old. Thus, the cohort ofNPHS will dilute the 
bias due to the longer time period, but the bias is most evident in the NLSCY data. 
For more information regarding this visit the web site: www.umanitoba.ca/centres/mchpe 
[Click on full reports and the document titles appear, click on Assessing document and chapters 
appear. Chapter 3 gives breastfeeding and other perinatal info~ation and the Glossary provides 
a description of the analysis]. 
Research Articles (taken from recent issues of the RCM Midwives Journal). RCM web site is 
http://www.midwives.co.uk 15 Mansfield Street, London W1M OBE, England. Membership 
subscription rate for 2001 is £77.50 (as insurance is not available for Canada). 
Akkuzu, G., & Taskin, L. (2000). Impacts of breast-care technjques on prevention of 
possible postpartum nipple problems. Professional Care of Mother and Child, 10, 39-41. 
Baxter, J., & Bennett, R. (2000). What do pregnant women think about antenatal HIV 
testing? RCM Midwives Journal, 3(1 0), 308-311. 
Bingley, P. J., Douek, I. F., Rogers, C. A., & Gale, E. A.M. (2000). Influence of 
maternal age at delivery and birth order on risk of type one diabetes in childhood: A prospective 
population based family study. British Medical Journal, 321,420-424. 
Bungum, T.J., Peaslee, D. L., Jackson, A. W., & Perez, M.A. (2000). Exercise during 
pregnancy and type of delivery in nulliparae. JOGNN, 29, 258-264. 
Callwood, A., & Thomas, J. (2000). National sentinel caesarean section audit update. 
RCM Midwives Journal, 3(12), 371. 
Chapman, D. J., & Perez-Escamilla, R. (1999). Does delayed perception of the onset of 
lactation shorten breastfeeding duration? Journal of Human Lactation, 15, 107-111. 
Chhabra, S., Gandhi, D., & Jaiswal, M. (2000). Obstructed labour- a preventable entity. 
Journal of Obstetrics and Gynaecology, 20, 151-153. 
Cook, A. J. C., Gilbert, R. E., Buffolano, W., Zufferey, J., Petersen, E., Jenum, P. A., 
Foulson, W., Semprint, A. E., & Dunn, D. T. (2000). Sources of toxoplasma infection in 
pregnant women: European multicentre case-control study. British Medical Journal, 321, 142-
146. 
Creedy, D. K., Shochet, I. M., & Horsfall, J. (2000). Childbirth and the development of 
acute trauma symptoms: Incidence and contributing factors. BIRTH, 27, 104-110. 
Cronin, E. K., Normand, C., Henthorn, J. S., Graham, V., & Davies, S. C. (2000). 
Organisation and cost-effectiveness of antenatal haemoglobinpathy screening and follow up in a 
community-based programme. British Journal of Obstetrics and Gynaecology, 107,486-491. 
Day-Stirk, F. (2001). Mapping the future: Midwifery services database. RCM Midwives 
Journal, 4(3 ), 90-91. 
Duncan, B., Hart, G. Scoular, A., & Bigrigg, A. (2001). Qualitative analysis of 
psychosocial impact of diagnosis of Chlamydia trachomatis: Implications for screening. British 
Medical Journal, 322, 195-199. 
Giacalone, P. L., Vigna!, J., Daures,J. P., Boulot, P., Hedon, B., & Laffargue, F. (2000). 
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A randomised evaluation of two techniques of management of the third stage of labour in women 
at low risk of postpartum haemorrhage. British Journal of Obstetrics and Gynaecology, 107, 
396-400. 
Griffin, T. L., Meier, P. P., Bradford, L. P., Bigger, H. R., & Engstrom, J. L. (2000). 
Mothers performing creamatocrit measures in the NICU: Accuracy, reactions and cost. JOGNN, 
29, 249-256. 
Hall, D. R., Odendaal, H. J., & Smith, M. (2000). Is the prophylactic administration of 
magnesium sulphate in women with pre-eclampsia indicated prior to labour? British Journal of 
Obstetrics and Gynaecology, 107, 903-908. 
Hildebrandt, H. (1999). Maternal perceptions of lactogenesis time: A clinical report. 
Journal of Human Lactation, 15, 317-323. 
Hillan, E., McGuire, M., Reid, L., & Purton, P. (2000). Woman-centred care: A 
midwifery perspective. RCM Midwives Journal, 3(12), 376-379. 
Johanson, R., Chapman, G., Murray, D., Johnson, I., & Cox, J. (2000). The North 
Staffordshire Maternity Hospital prospective study of pregnancy-associated-depression. Journal 
of Psychosomatic Obstetrics and Gynaecology, 21, 93-97. 
Johanson, R., Rigby, C., & Jones, P. (2000). Democratic prioritization of maternity care: 
A rational basis for planning a clinical effectiveness programme. Journal of Public Health 
Medicine, 22,486-491. 
Kean, L. H., Suwanrath, C., Gargari, S. S., Sahota, D. S., & James, D. K. (1999). A 
comparison of fetal behaviour in breech and cephalic presentations at term. British Journal of 
Obstetrics and Gynaecology, 106, 1209-1213. 
Lane, B., Challen, K., Harris, H. J., & Harris, R. (2001). Existence and quality of written 
antenatal screening policies in the United Kingdom: Postal survey. British Medical Journal, 322, 
22-23. 
Lundquist, M., Olsson, A., Nissen, E., & Norman, M. (2000). Is it necessary to suture all 
lacerations after a vaginal delivery? Birth, 27, 79-85. 
Mazzotta, P., Stewart, D., Atanackovic, G., Koren, G., & Magee, L.A. (2000). Psycho-
social morbidity among women with nausea and vomiting of pregnancy: Prevalence and 
association with anti-emetic therapy. Journal of Psychosomatic Obstetrics and Gynaecology,21 ,3 
Mercer, J. S., Nelson, C. C., & Skovgaard, R. L. (2000). Umbilical cord clamping: 
Beliefs and practices of American nurse-midwives. Journal of Midwifery and Women's Health, 
45, 58-66. 
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Moulder, C. (1999). When there is no baby. Professional help for women after discharge 
from hospital after stillbirth, second-trimester miscarriage and termination of pregnancy. 
Professional Care Mother and Child, 9, 45-47. 
Newburn, M. (2000). Informed choice - are we getting there? RCM Midwives Journal, 
3(9), 278-281. 
Owen, L., & McNeill, A. (1999). The role of health professionals in reducing smoking 
pregnancy. Contemporary Reviews Obstetric and Gynaecology, 235-238. 
RCM Position Paper 1a: The use of water in labour and birth. (2000). RCM Midwives 
Journal, 3(12), 374-375. 
RCM Position Paper 4a: Woman-centred care. (2000). RCM Midwives Journal, 4(2), 46-
47. 
RCM Position Paper 22: Maternity care for lesbian mothers. (2000). RCM Midwives 
Journal, 3(4), 118-120. 
RCM Position Paper 23: Racism and the maternity services. (2000). RCM Midwives 
Journal, 3(11), 342-344. 
Reid, L. (2000). The 8th international conference of maternity care researchers. RCM 
Midwives Journal, 3(1 0), 312-313. 
Roberts, C., Tracy, S.,& Peat, B. (2000). Rates for obstetric intervention among private 
and public patients in Australia: Population-based descriptive study. British Medical Journal, 
321, 137-141. 
Roopnarinesingh, A. J., Homer, H., Bassaw, B., Sirjusingh, A., & Roopnarinesingh, S. 
(1999). Obstetric hazards of maternal obesity. Journal of Obstetrics and Gynaecology, 19,474-
476. 
Samuelsson, E., Ladfors, L., Wennerholm, U. B., Gareberg, B., Nyberg, K., & Hagberg, 
H. (2000). Anal sphincter tears: Prospective study of obstetric risk factors. British Journal of 
Obstetrics and Gynaecology, 10 7, 926-931. 
Shelling, A., & Winsnip, I. (2000). Inhibin: A candidate for premature ovarian failure. 
Human Reproductive Journal, 15, 2644-2649. 
Sinclair, M. (2001). Birth technology: Cameos from the labour ward (from the 
observational phase of a large multi-method study). RCM Midwives Journal, 4(3), 85-87. 
Sleutal, M., & Sherrod Golden, S. (1999). Fasting in labor: Relic or requirement. 
JOGNN, 28, 507-512. 
Steele, R. (2000). RCM research network. An investigation into the learning and 
assessment of midwifery practice at pre- and post-registration levels. RCM Midwives Journal, 
3(6), 194. 
Steele, R. (2000). RCM research network. Return to midwifery practice: A qualitative 
study. RCM Midwives Journal, 3(9), 277. 
Steele, R. (2000). RCM research network. A randomised controlled trial to assess the 
effect of ambulation on outcome of labour in women who choose to have a combined spinal 
epidural. RCM Midwives Journal, 3(12), 370. 
Steele, R. (2001). RCM research network. An investigation of the preparation and 
assessment of midwifery practice within a range of hospital and community settings. RCM 
Midwives Journal, 4(3), 77. 
Steen, M., Cooper, K., Marchant, P., Griffiths-lones, M., & Walker, J.(2000). A 
randomised controlled trial to compare the effectiveness of icepacks and Epifoam with cooling 
maternity gel pads at alleviating postnatal perineal trauma. Midwifery, 16, 48-55. 
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Tomlinson, A. J., Colliver, D., Nelson, J., & Jackson, E. (1999). Does sexual intercourse 
at term influence the onset of labour? A survey of attitudes of patients and their partners. Journal 
of Obstetrics and Gynaecology, 19, 406-468. 
Vander Pal-de Bruin, K. M., de Walle, H. E. K., Jeeninga, W., de Rover, C., Cornel, M. 
C., de Jong van den Berg, I. T. W., Schouten, J., Brand, R., & Buitendijk, S. E. (2000). Dutch 
folic acid campaign. Paediatric and Perinatal Epidemiology, 14, 111-117. 
Zhou, W., Gao, E., Che, Y., & Olsen, J. (1999). Induced abortion and duration of the 
third stage labour in a subsequent pregnancy. Journal of Obstetrics and Gynaecology, 19, 349-
354. 
Zimmerman, D. R. (1999). You can make a difference: Increasing breastfeeding rates in 
an inner-city clinic. Journal of Human Lactation, 15,217-220. 
Conferences As this information comes from a variety of sources the editor takes no 
responsibility for any errors. 
2001 
April6, 2001. Association of Midwives ofNewfoundland and Labrador, AGM. 
April 6-7, 200 I. "Achieving Perinatal Health and Wellness: Caring, Competency, and 
Collaboration", 23rd Annual IWK. Grace Perinatal Conference, Halifax. Exploring evidence-
based approaches and clinical "hot topics" associated with perinatal health and wellness, 
identifying strategies utilized in achieving perinatal health and wellness, sharing research 
findings and current clinical practices. 
Contact: Erna Snelgrove-Clarke, Nursing Research Associate, Dept. of Nursing Research, IWK 
Grace Health Centre, 5850/5980 University Avenue, Halifax, NS, B3J 3G9 (Fax: 902-428-8227; 
e-mail: esnelgroveclark@iwkgrace.ns.ca ) 
April27-28, 2001. "Challenges in Nursing Education", ARCAUSN Annual Conference, HSC, 
St. John's. Keynote speaker: Dr. Katharyn May, University of Wisconsin. 
Cost: $85 for members/$115 non-members/$40 students. $30 for Saturday only. 
Contact: Judy Blakeley, Associate Professor, School of Nursing, Memorial University of 
Newfoundland, St. John's, NF, AlB 3V6 (Fax: 709-777-7037; E-mail: 
jblakeley@morgan.ucs.mun.ca) 
April28-30, 2001. "Caring is our Bottom Line", The Catholic Health Association of Canada's 
Annual National Convention, St. John's. 
Contact: Sylvie Deliencourt (telephone: 613-731-7148; e-mail: sdeliencourt@cyberus.ca ) 
May 4-5, 2001. "Current Issues in Perinatal Care", annual PPPESO conference, Ottawa. 
Highlights include maternal and neonatal transport, clinical updates, postpartum depression, 
hepatitis C, breech delivery, maternity care in Canada. 
Contact: Robin Vandekleut, PPPESO, 401 Smyth Road, Ottawa, ON, KIH 8Ll (Telephone: 
613-738-3287; Fax: 613-738-3633; E-mail: rvandekleut@pppeso.on.ca) 
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May 5, 2001. International Day of the Midwife. 
May 7-13,2001. ''Nurses ... Champions for Health" National Nursing Week 2001 
Contact: http://www.cna-nurses.ca 
May 24-25, 2001. "Breastfeeding Now. Nurturing Opportunities for Wellness", Canada's 
National Breastfeeding Conference, Moncton, NB. Organized by the Breastfeeding Committee 
for Canada, New Brunswick Breastfeeding Advisory Committee, New Brunswick Dept. Of 
Health & Wellness. Of interest to all health disciplines and sectors. Speakers include: Jack 
Newman, Ted Greiner, Katherine Dettwyler, Micheline Beaudry, Lise Montagne, Chris Hafner-
Eaton. 
Cost: $275 after March 16, 2001; Workshops between $55 and $150 (see programme). 
Contact: Donna Brown at darrel@nbnet.nb.ca or Danielle Gilbert at danielle.gilbert@gnb.ca 
(Telephone: 1-800-70 1-7788). 
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June 4-6, 2001. "Health Human Resources Remuneration", 2001 National Healthcare Leadership 
Conference and Exhibition, Winnipeg. Audience of CEOs, Managers, Consultants; p·olicy 
Researchers, Health Ministry Staff .. 
Contact: Conference Secretariat, 17 York Street, Ottawa, ON, KIN 916 (Fax: 613-241-5055; E-
mail: cparsons@cha.ca Web site: http://www.cchse.org/leadership) 
June 7-8,2001. "Human Milk: Cutting Edge Research", Vancouver. International speakers 
include Marina Green, Frances Jones, Ruth Lawrence, Post-conference workshop with Molly 
Pessl on the BPI. 
Cost: $230 before April 7/$250 before May 31/$275 after May 31. 
Contact: Quintessence Foundatio~, Suite 501, 4438 West lOth Avenue, Vancouver, BC, V6R 4R8 
June 8-9, 2001. "Fifth International Conference on the Regulation ofNursing and Midwifery". 
Copenhagen. 
Contact: Ms. Randi Gjerding, Nurse Consultant, National Board of Health, Amaliegade I3, 
Postboks 2020, DK OIOI2, Copenhagen K, Denmark. (Fax: OII-45-3393-1636) 
June 1 O-I3, 200 I. "200 I : A Nursing Odyssey", A WH ONN 200 I Convention, Charlotte, N C. 
Cost: Before May 11 $3I5 for members, $415 for nonmembers/ after May 12 $365 for members, 
$465 for nonmembers. 
Contact: Denise Savage, A WHONN 2001 Convention, 2000 L St., NW, Suite 740, Washington, 
DC 20036 (Telephone: 1-800-673-8499, ext. 2428; E-mail: denises@awhonn.org; Web site: 
http://www .awhonn.org) 
June 10-15,2001. "International Council ofNurses Quadrennial Congress", Copenhagen, 
Denmark. 
Contact: Ms. Randi Gjerding, Nurse Consultant, National Board of Health, Amaliegade 13, 
Postboks 2020, DK 01012, Copenhagen K, Denmark. (Fax: 011-45-3393-1636; Web site: 
http://www .icn.ch/Congress200 I.htm ) 
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June 11-12,2001. ''Nurse Practitioner Conference", St. John's. Target audience includes nurse 
practitioners, clinical nurse specialists, clinical nurse associates, all interested registered nurses. 
Contact: Centre for Nursing Studies, Southcott Hall, Forest Road, St. John's. (Telephone: 777-
8160; E-mail: dwaterman@cns.nf.ca ). 
June 13-14,2001. "Advances in Labour and Risk Management (ALARM) course", St. John's. 
Contact: SOGC (Telephone: 1-800-561-2415). 
June 14-16, 2001. "Antepartum and Intrapartum Management", San Francisco. The Department 
of Obstetrics, Gynecology and Reproductive Sciences, University of California, San Francisco. 
Cost: $350 US for nurses and midwives, includes breakfast and refreshments. 
Contact: Office of Continuing Medical Education, Registration Office, Box 0742, University of 
California, San Francisco, CA 94143-0742 (Fax: 415-502-1795; E-mail: info@ocme.ucsf.edu; 
Web site: http://www.som.ucsf.edu/cme) 
September 20-21, 2001. "Women's Mental Health: Issues in Psychiatry through the Life Cycle", 
Regina. Topics include: mood disorders in pregnancy, postpartum mood and anxiety disorders, 
psychotropic medicines in childbearing, perimenopause/menopause, domestic violence and 
depression, infertility and depression. Of interest to physicians, nurses, midwives, community 
health professionals and others. Preceded by a public forum on September 19. 
Contact: Anda Dima, Education and Development, Regina Health District, 4101 Dewdney 
Avenue, Regina, SK, S4T lAS (Telephone: 306-766-4234) 
October 4-5, 2001. Clinical conference presented jointly by Canadian Association of Midwives 
and American College of Nurse-Midwives, in Toronto. Followed by: 5-6 AOM Emergency 
Skills Workshop. 7-8 ACNM directors and educators conference. Preceded on 3 by CAM annual 
general meeting. 
Contact: CAM, c/o 789 Don Mills Road, Suite 201, Toronto, ON, M3C ITS (web site: 
www .canadianmidwives.org) 
October 11-13, 2001. "Scaling New Heights in Perinatal and Women's Health", A WHONN 
Canada conference, Vancouver. Themes of neonatal, women's and perinatal health. 
Abstract deadline: April26, 2001. 
Contact: Marion Clauson (E-mail: clauson@nursing.ubc.ca, telephone: 604-822-7470 ), Lily 
Lee (E-mail: llee@direct.ca, telephone: 604-520-4412) 
October 18-22, 2001. "Birth Renaissance- Renaissance de Naissance" Midwifery Today 
International Conference, Paris, France. (Official languages: French and English). Speakers 
include Dr. Michel Odent, Ina May Gaskin, Dr. Marsden Wagner, Jan Tritten, and others. 
Contact: Midwifery Today, P.O. Box 2672; Eugene, OR 97402 (Telephone 1-800-743-0974; E-
mail: inquiries@midwiferytoday.com). Complete information will be on the web site at 
http://www .midwiferytoday .com 
.. 
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April14-18, 2002. "Midwives and Women Together for the Family of the World", ICM 26th 
Triennial Congress, Vienna, Austria. 
Abstract: May 30,2001. Full text: November 15,2001. 
Cost: Before October 31,2001, EUR 370.00/After October 31, EUR 440.00 
Contact: Congress Office Midwives 2002, c/o Wiener Medizinische Akademie, Alser StraBe 4, 
A-1090 Wien, Austria (Fax: 011-43-1-407-8274; E-mail: midwives@medacad.org Web site: 
http://www.icm-congress.com) 
Have You Read? 
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Margaret Hilson. Margaret Hilson is th~ Director of International Programs for the 
Canadian Public Health Association (CPHA) and the President of the World Federation of Public 
Health Associations (WFPHA). In 1968 she went to work in India as a community health 
educator. Following this she spent two years working for the World Health Organization. After 
nine years of international health care experience she worked with CUSO in Central America. 
She spoke about immunization at the 2000 Canadian Nurses Foundation Luncheon in 
Vancouver. "An immunization strategy can only be successful if there is a primary healthcare 
system in place. An immunized baby can die from malnourishment". She quoted the Declaration 
of Alma-Ata from which WHO and UNICEF set a goal for "health for all the people of the world 
by the year 2000". "It used to be that a big fancy hospital in the capital was seen as progress, but 
most countries are now reaching out to the rural areas, focusing on primary healthcare services. 
This has been accepted as a more practical and viable strategy". "Hilson updated the nurses on 
Canada's role in the global campaign to eradicate polio. She said immunization prevents human 
suffering and disability, but it also brings financial savings. Every dollar spent on polio vaccine 
saves $6.14. There is an even more impressive savings of$13.50 for every dollar spent on 
measles vaccine. WHO has estimated that a $555 million investment saves the world $2.25 
billion per year indefinitely, vaccines are truly a bargain. Universal childhood immunization is 
one of the most cost-effective weapons in the battle to protect children from infectious diseases. 
Nurses should be outraged that most children in many countries in the world still do not have 
access to the basic immunizations which we have used in Canada for 50 years or more". (Nursing 
the future of public health. (2000, Autumn). VacScene, 3(3), 6-7). 
International Congress ofNurses http://www.icn.ch/Hilsonpresent.htm 
Canadian Immunization Awareness Programme 
Http://www.influenze.cpha.ca 
Centers for Disease Control and Prevention 
http://www.ciap.cpha.ca 
http://www.cdc.gov/nip -listed on this page is "Guidelines for Vaccinating Pregnant Women" 
LCDC Division of Immunization http://www.hc-sc.gc.ca/hpb/lcdc/bidldi 
National Immunization Information Network of the Infectious Disease Society of America 
http://www.idsociety.org- then look at the list in the top right hand comer under ''members" and 
listed is the Journal of Infectious Disease http://www.journals.uchicago.edu/JID/home.html 
Committee to Advise on Tropical Medicine and Travel 
http://www .hc-sc.gc. ca/hpb/lcdc/ osh/ catmat/ about_ e.html 
International Society for Travel Medicine http://www.istm.org 
American Society of Tropical Medicine and Hygiene http://www.astmh.org 
Canadian Society for International Health http://www.csih.org 
On-line Journal of International Nursing http://www.nursingworld.org/ojin 
International Confederation of Midwives e-mail address is: intlmidwives@compuserve.com 
Web site for the next Congress is http://www.hebammen.at/icm-congress 
Royal College of Midwives http://www.rcm.org.uk 
World Health Organization http://www.who.int http://www.who.int/hpr/docs/almaata.html 
Pan American Health Organization http://www.paho.org 
Patient Protocols http://www .groupprotocols.org. uk 
Rhomboid of Michaelis (or Quadilateral of Michaelis) 
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A rhomboid-like figure discernable at the base of the spine in a woman. If symmetrical it 
is an indication that the measurements of the pelvis are normal. To show the rhomboid clearly, 
four marks are made: 1) at the dimple below the tip of the spine of the fifth lumbar vertebra; 2) 
and 3) at the dimple over the posterior superior iliac spines on either side; 4) at the point where 
the crease between the buttocks begins. The four points may be joined. The points may be 
difficult to locate in a stout woman (from Carter, G. B., & Dodds, G. H. (1953). A Dictionary of 
Midwifery and Public Health. Faber and Faber. Cited in ARM Midwifery Matters, No. 86, p. 41). 
The Rhomboid of Michaelis [mich-ale-iss] is a section of the spine. It consists of lumbar 
vertebrae 3, 4, and 5 (just above ... the sacrum). During second stage, if the labouring woman is 
left to assume upright, all-fours or side-lying postures, as the sacrum swings back to increase the 
size of the pelvic outlet, at the same time the Rhomboid of Michaelis is displaced outwards, 
making it quite prominent and easy to see, if you know what you are looking at. 
The displacement, of course, facilitates the rotation and descent of the baby's shoulders 
into the pelvis during birth. Putting a woman in a supine or reclining position during second 
stage not only inhibits the sacrum from swinging backwards and outwards, but also inhibits the 
movement within the Rhomboid of Michaelis - one of the reasons for so-called pelvic 
disproportion (Melanie. ARM Midwifery Matters, No. 86, p. 41 ). 
ARM web site: http://www.radmid.demon.co.uk/index.htm 
.. 
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A Book Review. Colapinto, J. (2000). As nature made him: The boy who was raised as a girl. 
Toronto: Harper Collins. Hardcover, 279 pages. ISBN 0-00-200047-4 
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This is the true story of a botched circumcision, experimental surgery and treatment, and 
professionals who had their careers as their main priority. Questions regarding inaccurate 
research reports were not believed. 
Those who have taken a human sexuality course have probably heard of the sexologist, 
John Money. He was born in 1921 in New Zealand and studied for a PhD in psychology at 
Harvard University. In 1951 he submitted a report for his doctoral thesis on the lives of250 
untreated intersexed (hermaphrodite) people, the majority of whom did not allow their genital 
condition to be a handicap and in their life attainments were virtually indistinguishable from 
other people. 
By 1961 Money had disregarded the findings reported in his thesis and was the director 
of the Psychohormonal Research Unit at Johns Hopkins Hospital. He formed a team with a 
gynaecologist and a paediatric endocrinologist. The first complete transexual surgery at the 
Hospital was performed on June 1, 1965. Money used pornographic materials when teaching 
medical students and when trying to instil in patients, regardless of their age, their new sexual 
identity. 
Identical twin boys were born in Winnipeg on August 22, 1965, to young wor~g class 
parents. When the twins were 8 months old, the paediatrician advised that they be circumcised 
because they appeared to have a problem voiding. On April 26, 1966, the babies were admitted 
to St. Boniface Hospital where approximately 1,000 babies were. circumcised each year, and 
were to receive their surgery the following day. Unfortunately, when the first twin was 
circumcised the general practitioner used a cautery machine instead of a scalpel, and because the 
cautery needle did not cut the skin the first time it was applied the current was increased. The 
baby's penis was burnt up to the groin, and in a few days had dried and broken off. The second 
twin was not circumcised and his phimosis cleared on its own. 
The parents were devastated. The doctors they consulted had little to offer, as 
phalloplasties were not well developed in the 1960s. Then in 1967 the parents saw the Canadian 
Broadcasting Corporation (CBC) "This Hour has Seven Days" programme where the charismatic 
John Money was being interviewed about gender transformations taking place at Johns Hopkins 
Hospital in Baltimore. They contacted Money who was eager to have the twins in his research, 
which concentrated on gender reassignment, turning boys into girls. Identical twins would 
provide undisputable evidence that his methods worked. These methods involved castration 
carried out in the first 2Y2 years of life, and then hormones (ethinyl estradiol) and constructing an 
artificial uterus when the child reached 11 or 12 years of age, along with constantly emphasizing 
the role of the new gender. 
Colapinto interviewed the twins, their parents, past school teachers, psychiatrists and 
others who knew them when they were children. The author describes the troubles encountered 
by the twin who was changed into a girl, the brother and the parents. The troubles did not abate 
until he changed back to his original gender in August 1980. He then had to receive injections of 
testosterone, have a double mastectomy because of the breast tissue which had grown since he 
hap been given estrogen, and have a penis and scrotum constructed. He is now married to a 
woman who had three children which he has adopted as his own. 
This twin is not the only baby to have suffered because of a faulty circumcision. Money 
refused to believe that the boy would never accept that he was a girl, and carried on with the 
gender reassignments. 
14 
Since 1963 Money has been awarded grants from the National Institutes of Health (NIH), 
and was still receiving them: $135,956 the year this book was being published. He has always 
been a proliferate writer regarding his theories, although the facts about the gender reassignments 
were questioned in the United States, Canada, and Britain. Many physicians and psychologists 
were reluctant to take their concerns further because they feared an adverse reaction which could 
jeopardize their careers. Money was the guru whom most sexologists blindly followed. 
In 1959 three Toronto physicians questioned the Johns Hopkins approach but their paper 
was soon buried away. Then in the 1960s a young biophysicist, Milton (Mickey) Diamond 
started querying Money's research reports. Diamond disagreed "that sex reassignment of a 
developmentally normal infant" was possible, as the sexual nervous system was organized before 
birth. Over the years Diamond has often been consulted by those who wanted to transfer back to 
their original identity. He considered that any surgery and hormones should wait until the child 
had shown whether they wished to be considered a girl or a boy. 
The British Broadcasting Company (BBC) was told about the twin who was not behaving 
as a girl, contrary to what Money was reporting. In 1979 the BBC reporters arrived in North 
America to film a documentary. The twin's family and others were interviewed, including 
Money and Diamond. The film was made and shown in North America but such was the status of 
Money that the academic, scientific and medical communities ignored the findings sho~ in this 
film. 
In 1990 a former patient brought a formal complaint against Money and Johns Hopkins 
through the US federal Department of Health and Human Services Offices for Protection from 
Research Risks, a division of the NIH. The ~omplaint was that doctor patient confidentiality had 
been broken when the patient's interviews had been published in detail in a book authored by 
Money. No consent had been obtained prior to publishing this information about the patient and 
his parents, and they could be identified by people who knew them. Even after this complaint 
was proven Money continued to receive awards from NIH. 
In 1975 the chairman of the Psychiatry Department at Johns Hopkins Hospital resigned 
and a new chairperson was appointed. Dr. Paul McHugh did not agree with Money's research, 
and after further studies showed that sex reassignment surgery conferred no advantages, the 
Psychohormonal Research Unit was closed without prior consultation with Money. The 
controversial human sexology course was dropped. When Money turned 65 he was told to leave 
the campus, and was given an off-campus basement office where he still writes, and he travels to 
speak at conferences. His supporters blame the parents of the children for the unsuccessful 
results, as the parents must have failed to carry out Money's instructions. 
Money's publications and those of other researchers are listed throughout the book, 
although there is no formal reference list. This is an interesting book but sad to see how 
professionals put their own interests before those of children who are being banned and damage 
being done to family relationships. 
Midwifery Coalition for Newfoundland and Labrador had a meeting at the home of Laurie 
Whitley (E-mail: lwhitley@avint.net) on March 13, 2001, and they drafted a letter introducing 
the Coalition to the Minister of Health. They are trying for a booth in either the Village or the 
A val on Mall. They are hoping to have the next issue of their Newsletter available and the 
Coalition pamphlet available. Contact Jayme Safine for information (E-mail: 
safine@nf.sympatico.ca) and if you are interested in helping. 
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A Re-evaluation of the Mechanism of Labour for Contemporary 
Midwifery Practice 
Maren Dietze 
EVERY MIDWIFE is expected to understand the mechanism 
of labour, so this has to be included in the midwifery 
curriculum. It seems to be generally understood that the 
mechanism of labour describes the movements of the fetus in 
response to the bony structures and soft tissues of the birth 
canal during labour, but as the fetus is largely hidden from 
view how do we know how the fetus moves during labour? 
Two of today s major midwifery textbooks (Sweet and Tlran, 
1997; Bennett and Brown, 1999) outline the process but . 
provide no references to research underpinning the theory 
in the relevant chapters. 
Early obstetrical thinking 
Until the 17th century beliefs about labour evolved 
around the idea of an active fetus that 'works its way out' of 
the womb and separates the pelvic bones in the process 
(Rhodes, 1995). In 1701 the Dutch obstetrici814 Deventer, 
was the fmt to depict the pelvic girdle accurately according 
to today's knowledge. He believed that the pelvic bones 
could part ~ some small extent; he described the sacrum and 
coccyx as swinging backwards; however, he regarded pubic 
separation as rare and unimportant (Wilson, 1995). However, 
this knowledge, together with the idea that the fetus actively 
worked his way out of his mother's body, was disputed and 
increasingly went out of favour amongst obstetricians of the 
18th century. 
Laws of physics 
The 18th century saw the rise of obstetrics as a science 
(Towler and Braman, 1986). The laws of physics were applied 
to labour in an attempt to gain an improved understanding of 
the birthing process. However, this mechanical approach 
could be applied only if the parts involved were reduced to a 
static pelvis and a passive fetus (Speert, 1996). The works of 
Fielding Ould ( 1741 ), William Smellie ( 1752) and Solares de 
Renhac ( 1771) were the main contributors to the formulation 
of the mechanism oflabour (Rhodes, 1995) as we know it 
today. 
The use of anatomical models became fashionable all 
over Europe in the 18th century (Boschung, 1981) partly 
because of limited patient material and partly because the 
mechanical view of labour ignored the role of the woman as a 
whole. This allowed the teaching of the concept of rotation 
of the presenting part as it descends through the pelvis, 
which was especially important when teaching the use of the 
forceps (Wilson, 1995). Models of the pelvis or the woman's 
lower body are still used today in midwifery and obstetric 
teaching. 
Pelvimetry 
The next logical step was pelvimetry, measuring women's 
pelves, in order to predict the course of labour for individual 
women. Pelvimetry, with its emphasis on quantification, 
precision and standardisation, promoted the recognition of 
obstetrics as a science (Hiddinga and Blume, 1992). Pelvic 
measurement was a practical solution to a common problem; 
rickets with its accompanying pelvic deformity was common 
in 19th century Europe. According to Shorter ( 1983) rickets 
affected one in four women in some areas. This may have 
influenced the experience of midwives, obstetricians and 
women considerably. 
X-rays 
In the 1920s and 1930s the x-ray offered new possibilities 
directly to measure internal diameters of the pelvis in living, 
pregnant women (Hiddinga and Blume, 1992)~ Radiologists 
began to offer prognoses for labour. Some obstetricians 
started to view every primigravid woman as an 'untrit4 
pelvis'. This attitude led to the introduction of the 'trial of 
labour', which included close monitoring of progress; a 
practice that is still being used today. Recently a systematic 
review of randomised controlled trials suggested that 
pelvimetry is not justified because the only significant effect 
is a rise in the caesarean section rate (Pattinson, 1999). No 
beneficial effect bas been shown. 
Relevance to midwifery 
I came to this subject through Morison, a doctor who, in 
1971, wrote a simplified explanation of the ~banism of 
labour for pupil midwives. This was entirely based on 
Smellie 's work, and included Smellie 's illustrations. I won-
dered whether this reworking of ancient obstetric opinion 
was relevant to today 's midwives, and whether the mecha-
nism of labour as depicted in midwifery textbooks was 
consistent with the latest research. I searched the literature 
to try and answer these questions. 
Although some might think that theoretical research is 
only of academic interest, I think it is relevant for midwifery 
practice because midwives use the theory of the mechanism 
of labour to assess progress during labour, and to explain 
events during labour. Midwives' thinking and their interpre-
tation of their experiences have a profound impact on their 
practice (Bryar, 1995). However, Bryar found a tendency to 
disregard the need for theoretical frameworks in some of 
today's midwifery research, which reduces the usefulness of 
such studies in tenns of generating basic knowledge. This 
applies to some degree to the HOOP trial (McCandlish et a/, 
(1R¥\ 
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1998) which investigated different delivery techniques while 
omitting to relate these techniques to the mechanism of 
labour or any other theoretical explanation. 
Lately, the need for an epistemology of midwifery 
knowledge has been voiced (Siddiqui, 1994; Kelly, 1997). 
Midwives need to consider how knowledge is generated and 
what kinds of knowledge they are using. This study lays 
strong emphasis on knowledge derived from scientific 
research. However, I also attempted to consider knowledge 
gained from midwives' experience, so far as it was identified 
by the literature search, because this kind of knowledge can 
be regarded as true midwifery knowledge, i.e. not 'borrowed' 
from other professions (Walker and Simpson, 1998). 
My literature search and review aimed to identify any 
literature investigating or testing the theory of the mecba-
nisms of labour. I approached this systematically according 
to Chalmers and Altman ( 1995). However, it was difficult to 
define inclusion criteria for a subject not limited to discover-
ing the effectiveness of a treatment. I searched the 
MEDLINE database using the key words: 'descent', 'en-
gagement', 'station', 'rotation', 'flexion', 'extension', and 
'attitude' in conjunction with 'labour' or fetal head'. 
I chose Myles Textbook for Midwives and Mayes Midwifery-
A Textbook for Midwives for analysis and comparison with 
the literature I identified 
Both midwifery textbooks dedicate a separate section to 
the mechanism of labour. Analysis of these sections sug-
gested the following framework: engagement and descent, 
rotation, flexion/extension, and movement through the pelvic 
outlet were the main movements descnDed. 
The studies obtained by this search were analysed and 
evaluated. Many of the articles identified in the midwifery 
journals contained anecdotal evidence only. They were only 
included if the evidence related to an argument made by 
some other identified research, because of the relative 
weakness of anecdotal evidence. 
Descent and Engagement 
Descent is recognised in both textbooks as one of the 
main components of fetal movement through the birth canal. 
Methods of assessment for descent and engagement vary; 
abdominal palpation and vaginal examination are used. Little 
is known about their correlation which makes it difficult to 
generalise or to compare study fmdings. 
Knight et a/ investigated the use of abdominal versus 
vaginal examination when assessing the feasibility of an 
instrumental delivery; their findings suggest that abdominal 
palpation is the superior method because moulding of the 
fetal head can suggest that descent is advanced, although 
the widest diameter of the fetal skull is still above the pelvic 
brim. However, these findings may not apply antenatally or 
in early labour when moulding has not yet occurred. 
In the UK and Australia abdominal assessment is the 
preferred method. Most studies investigating the signifi-
cance of engagement were US-based, using vaginal assess-
ment 
All studies suggested that engagement in nulliparous 
women is less common antenatally than described in the 
4 Midwifery Maners ISSUE 88 Spring 2001 
Table: Incidence of non-engagement at the onset of labour 
iD nulliparous women 
authors not engaged 
Weekes & flynn (1975) SO% 
Takahashi & Suzuki (1982) 75.4% 
Kushtagi (1993) 83% 
Diegmann et al (1995) 69% 
Murphy et al ( 1998) 78% 
Roshanfekr et al (1999) 71% 
textbooks (see table 1 ). 
n time of assessment 
462 3842 weeks 
I 7 S early labour 
7 1 admission to 
labour ward 
101 
132 
803 
early labour 
early labour 
onset of 
active labour 
The significance of non-engagement remains uncertain; 
studies investigating this topic do not have consistent 
results. Takahashi and Suzuki ( 1982) and Diegmann et al 
( 1995) found no significant differences in labour outcomes 
between nulliparous women with engaged or non-engaged 
fetal head at the onset of labour. Roshanfekr et al ( 1999) 
found a significant difference with 14% of those unengaged 
and S% of those engaged undergoing caesar~ $CCtion. 
Murphy eta/ ( 1998) differentiated between a 'floating' fetal 
head (station -3 or above); a 'dipping' one (-2 or -1 above_the 
ischi~l spines); and an 'engaged' one. Significantly higher 
rates of caesarean section were only detected in the group 
with a 'floating' fetal head: 27% versus 6.8%. The observed 
increase in caesarean section may be due to the Rosenthal-
effect: many obstetricians believe that non-engagement may 
lead to problems during labour and they may have been more 
inclined to perform a caesarean section on these women. 
Cephalo-pelvic disproportion, a major cause of non-
engagement, now affects only about 1% of pregnant women 
in developed countries but historically it may have influ-
enced obstetric belief which then spilled over into current 
practice. This interesting topic is beyond the scope of this 
article. Nevertheless, its influence on the topic of engage-
ment needs to be acknowledged. 
Friedman and Sachtleben ( 1976) looked at engagement/ 
non-engagement in terms of descent rates, and partograms 
were developed on the basis of their work. However, they 
used average values and therefore their results do not 
present the range of normality. 
An interesting study by Juntunen and Kirkinen ( 1994) 
investigated descent in the subgroup of grand multip~. 
They found the station of the presenting part to be signifi-
cantly higher than in the control group of multiparas during 
first stage, with 7% of fetal heads non-engaged at 7 em of 
dilation, compared to none in the control group. All subjects 
had normal vaginal deliveries. In the light of this research, it 
appears important that midwives appreciate the range of 
nonnal descent that they may encounter in order to be able 
to assess the progress of labour. 
Movement of the sacroiliac joint 
The literature search revealed one aspect of the mecha-
nism of labour that has been omitted by the textbooks: the 
movements of the sacroiliac joint in relation to the move-
ments of the fetus. 
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Borell and Fernstroms' ( 1957a) x-ray studies showed 
that the sacroiliac joint moved during labour in relation to 
the descent of the fetus, and that these movements were not 
brought about by a change of maternal position. They 
found that as the fetal head passes the pelvic inlet, i.e. at 
engagement, a movement of rotation occurs within the 
sacroiliac joint that increases the sagittal diameter of the 
pelvic inlet. At the time the fetus passes the pelvic outlet, 
this movement of rotation is reversed, increasing the sagittal 
diameter of the pelvic outlet (fig l ). 
Ohlsen ( 1973) re-examined the radiographic plates taken 
by Borell and Fernstrom; he found them to be of good 
quality. He suggests that pressure of the fetal head contrib-
utes to what has been termed 'pelvic moulding', i.e. the 
bony parts of the birth canal gradually adapt their dimen-
sions as the fetal head passes through them. His argument 
is that less pelvic moulding can be observed when the fetal 
head is small. 
Until the invention of radiography much had been 
speculated about pelvic joint mobility and fetal movements 
through the pelvis. Borell and Fernstrom's numerous 
radiographic studies ( l957b; 1957c; 1958; 1959 and 1967) are 
widely referenced and comprise the main evidence for pelvic 
joint mobility. Most of them have not been replicated by 
other researchers, and they would be impossible to repeat 
today for ethical reasons. All of Borell and Fernstrom's 
studies were undertaken using similar methods; utilising a 
specially constructed delivery table that permitted simulta-
neous x-rays to be taken laterally and antero-posteriorly. 
One limitation lies in the studies' small sample sizes: from 
21 to 40 women. Neither selection or exclusion criteria for 
the samples are specified, nor is it clear whether all women 
who entered the studies were included in the analysis. The 
fact that all women were in an unusual delivery position 
(dorsal recumbent with knees supported) further limits the 
generalisation of the studies. It is also possible that the 
circumstances in which these women had to give birth, i.e . 
complete restriction of movement, repeated examinations 
and lack of privacy may have influenced the birthing 
process. 
Role of the ligaments 
In a theoretical exploration of the role of the uterine 
ligaments in the mechanism of labour, Toume ( 1985) sug-
gests that the utero-sacral ligaments, which connect the 
uterus with the lower part of the sacrum, bring about the 
frrst rotational movement at engagement, aided by the pelvic 
floor muscles that insert into the coccyx. 
'Opening the back' 
The literature search revealed anecdotal evidence 
(Sutton, 1996a; 1996b ), describing the same process as an 
'opening of the back', which has been observed by birth 
attendants who attend mothers in upright or forward leaning 
birthing positions. In these positions the sacrum can be 
seen to move backwards during the final phase of labour. 
Sutton warns against the supine or semi-recumbent posi-
tion. She argues that these would hinder sacral movements 
because of maternal weight resting on the sacrum. 
This point was picked up by Gastaldo (1992) who 
pointed out that Borell and Fernstrom (1957c) have some-
times been misinterpreted: the maternal position in which 
they observed sacral movements has been reported as 
dorsal recumbent or even lithotomy. In fact, during labour 
they only filmed women in a 'modified' dorsal recumbent 
position, in which women were hanging by their knees with 
Fig 1: Movement of the sacrum to increase the pelvic inlet (B) and (b) movement of the sacrum to increase the pelvic outlet. 
from Palastanga N, Field D and Soames (1994). Anatomy and Human Movement:Structure and function (2nd edn) 
Butterworth Heinemann p 407 
Spring 2001 ISSUE 88 Midwifery Maners 5 
OGLE >*a c = - ·-~-... - -----------·2!111!4~21·$·%!&_!(.] .£ IIIIIIJIIS ... $ IIIII£ t~g I!JIQ SIII!!I#I!IJISL!!!II.£ •a~c•a•a!""ewas•osiiiii'Cit .-.c ,... , __ .,..; .,. . _......__ ... ~-.tiiJIISCIIlii!JIIJl.&IWZ .. ¥111111Uif!II!PIII!l~l ... W ... ... 1 ....,. 
I 
I 
c 
I 
their buttocks slightly lifted. This position would have 
allowed the sacrum to move, in contrast to any other supine 
position where the woman's weight rests on the sacrum 
(Rydberg, 1954). 
Borell and Fernstrom did not investigate sacral move-
ments during labour in any other than the modified dorsal 
recumbent position. Hard evidence is lacking concerning 
the effect of other maternal positions on the mechanism of 
labour. 
Rotation of the fetal head and shoulders 
The literature search revealed little research that has 
tested the theory of why and how internal rotation of the 
fetal head and shoulders occurs. Rotation is generally 
interpreted as a fetal movement of adaptation to the avail-
able space in the pelvis. However, the evidence indicates 
that the soft parts play a greater role in effecting rotation 
than does the bony pelvis (Stoddart, Nicholson and 
Popham, 1994). Borell and Fernstrom concluded that the 
levator ani causes rotation, because of the level at which 
rotation usually occurs and because the small fetal head 
that passes through the pelvis with_ plenty of space around 
it, also rotates. Juntunen and Kirkinen ( 1994 ) found that in 
grand multiparae spontaneous vaginal delivery may occur 
without prior internal rotation (four out of 42 cases). 
Obviously the soft parts would be more effected by 
repeated pregnancies than the bony pelvis. Stoddart eta/, 
in a well-controlled randomised prospective study, showed 
that epidural anaesthesia effects rotation because it relaxes 
the pelvic floor. 
Borell and Fernstrom's radiographic study of the 
rotation of the fetal shoulders during labour reveals that the 
shoulders rotate at a lower level than the fetal head: while 
the head rotates anteriorly at a level between the ischial 
spines and the ischial tuberosities in 75% of cases, the 
shoulders rotate to lie in the anterior-posterior diameter at a 
level 3-4 em below the ischial tuberosities or at extrusion in 
50 % or 60 % of cases. In the remaining cases the shoulders 
are born lying obliquely (30%) or transversely ( 5% ). Borell 
and Fernstrom infer from these findings that the rotation of 
the shoulders is effected by a different mechanism than the 
rotation of the fetal head, i.e. not by the levator ani. 
Borell and Fernstrom's findings agree with experiential 
evidence from an obstetric text written earlier in the century 
(Edgar, 1911 ). These suggested that although rotation of the 
shoulders usually occurs, it is not always the case. For 
midwives it is important to know that variability in the 
amount of rotation that the shoulders undergo exists, 
especially if their hands are guiding the head during the 
delivery as illustrated in the textbooks. Unnecessary strain 
on the maternal tissues or the baby's body could be caused 
by a forced rotation that would not have happened if the 
baby had been left to deliver unassisted. 
Attitude- fetal flexion or extension 
Borell and Fernstrom's radiological investigations 
revealed that the fetal thoracic and cervical spine extend 
during the last stage of labour while the fetal head remains 
flexed until after expulsion. Unfortunately Myrfield eta/ 
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( 1997) did not consider this evidence in their theoretical 
clarification of the debate concerning how best to reduce 
perineal trauma. 
Myrfield eta/ analyse the mechanism of labour, referring 
to textbook descriptions. They propose that the fetus has to 
negotiate a 900 curve formed by the birth canal. They define 
the axis of the birth canal as a curve drawn at right angles to 
the planes of the pelvic inlet, its cavity and its outlet. If the 
bony pelvis is used in this way to define the course and 
shape of the birth canal, the 900 curve lies at the level of the 
ischial spines, and from here the fetus pivots around the 
pubic bone in order to emerge. This pivotal movement could 
only be achieved by extension. In their view the fetus 
extends his head and neck (no joints are specified), and this 
movement starts before crowning. Borell and Fernstrom 
(1959) found that the curve of the birth canal lies outside the 
bony pelvis and is entirely formed by the soft parts (figure 
2). This contradicts the theory used by Myrfield eta/ that is 
widely found in textbooks, but not supported by evidence. 
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Fig 2: Sel/heim (1913, above) places the pivot point (X) 
well above that shown by Bo"e/1 and Fernstrom (1957b, 
below) (X - added by t editor) 
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Implications for education and practice 
Now that midwifery training has moved into higher 
education research based teaching is increasingly encour-
aged. Theory may need to be simplified to teach its main 
components to beginners, to help them form a knowledge 
base from which to explore research; however, if a theory is 
to be useful for midwives, its validity needs to be tested, 
traditional beliefs may need to be challenged. Anatomical 
knowledge is often regarded as factual and static, with little 
room for change, and the mechanism of labour has been 
placed in this realm. Midwives need to be aware that in the 
19th century obstetricians believed in the existence of a 
biological basis of social and moral order, and that this belief 
influenced the interpretation and presentation of their 
anatomical findings. Tradition has overemphasised the 
rigidity of the bony pelvis. My literature review revealed 
research that pointed towards a significant role played by 
the soft parts in the mechanism of labour including the 
pelvic floor as well as other structures, such as the lower 
uterine segment (Borrell and Fernstrom, 1957a; Stoddart et 
a/, 1994), the cervix (Olah and Neilson, 1994), the psoas 
muscles (Parsons, 1998) and the uterine ligaments (Tourne, 
1985). In contrast, both Mayes and Miles overstress the 
importance of the bony pelvis. 
Midwives commonly use rigid pelves when teaching the 
mechanism of labour. These could be replaced by models 
that allow for pelvic joint mobility to be replicated, or 
include additional soft parts. Virtual reality co~puter 
programmes could be developed to model the mechanism of 
labour; these could be a new way of teaching as well as 
researching this complex process. 
The theory of the mechanism of labour is not just an 
academic question. Midwives' understanding of the 
mechanism of labour will affect how they practise. It will 
help them to decide how labour should be monitored, how 
progress should be assessed; it will influence the signifi-
cance they ascribe to engagement, descent, rotation and 
attitude. The theory will also affect delivery technique. 
Understanding the mechanism of labour has direct implica-
tions for midwifery practice. 
Myles Textbook for Midwives recommends investigating 
the causes of non-engagement in nulliparas after 38 weeks 
of gestation but research suggests that non-engagement is 
common so this advice is perhaps over cautious and a 
waste of resources. The latest research may be able to 
explain a discrepancy between abdominal and vaginal 
assessment of engagement; traditional doctrine cannot. 
Further research is needed. The expectation that non-
engagement at the onset of labour is associated with 
problems may cause practitioners to intervene unnecessar-
ily, e.g. by performing a caesarean section more readily. In 
the mean time differentiating between a 'floating', a 'dip-
ping' and an 'engaged' fetal head as suggested by Murphy 
et a/ ( 1998) may be use_ful, with only the finding of a 
'floating' head warranting concern. The apparent scarcity of 
good quality research on the subject of what constitutes 
normal descent, begs the question of how and why this is 
monitored. Obviously the fetal head needs to descend to be 
born, therefore continuing descent must be an indicator of 
progress. Arrest of descent may indicate obstructed labour. 
Supposedly, midwives possess experiential knowledge of 
this process, and acquire the ability to judge what is normal. 
For the novice practitioner (midwife or doctor), more 
research on the subject could provide helpful knowledge to 
guide their practice. Knowledge of rare variations of the 
normal is also important, as indicated by Juntunen and 
Kirkinen 's t;inding of a different descent pattern in grand 
multiparas ( 1994 ), in order to prevent unnecessary interven-
tion. 
Appreciation of sacroiliac joint movement in relation to 
descent may lead midwives to attribute a different impor-
tance to maternal postures adopted throughout labour. 
However, further research into the subject is needed. 
Meanwhile, postures where all of the mother's weight rests 
on her sacrum should be avoided, without restricting the 
mother's freedom to move and assume comfortable posi-
tions. In order to help raise midwives' awareness, the 
occurrence of sacroiliac joint movement in response to 
pressures of the descending fetal head should be included 
in textbooks' depiction of the mechanism of labour. 
Concerning rotation. Midwives' awareness should shift 
from overemphasising the role of the pelvis to increasing 
consideration of the soft parts, for example, when looking 
after women receiving epidural anaesthesia. More research 
is needed on the subject: for example, does previous serious 
perineal trauma affect rotation in subsequent labours? 
Anecdotal evidence suggests that osteopathy which 
manipulates the tone of the psoas or pelvic floor muscles 
during labour can facilitate vaginal delivery (personal 
communication, 1999). The theory of increasing flexion 
during fetal descent, and extension during delivery of the 
head forms the theoretical basis for the delivery technique 
described in both textbooks, widely used in the UK today. 
Borell and Fernstrom's research could be regarded as 
evidence that the fetal head remains in extreme flexion until 
it emerges, giving weight to the argument that maintaining 
flexion might reduce perineal trauma. However, the research 
is restricted to the supine maternal position, and may not 
apply to other positions. 
Concerning the delivery of the shoulders. The text-
books are possibly confusing manipulation ahd the natu-
rally occurring mechanism. The HOOP trial staff training 
video (NPEU, 1994) shows a case where the shoulders 
emerged simultaneously in a transverse position when they 
were allowed to deliver without manipulation. It is possible 
that midwives cause or exacerbate perineal damage when 
assuming that rotation has to take place, and that the 
anterior shoulder emerges first, because they aim to facili-
tate these movements. 
Considering the complexity of the subject and the period 
of time for which scientists have investigated it, the scarcity 
of recent good quality research is remarkable. This justifies 
the inclusion and weight attributed to Borell and 
Fernstrom's research which could hardly be described as 
'recent'. A historical study investigating the origins and 
formulation of the mechanism of labour in relation to the 
wider historical context could provide another route towards 
evaluating the theory, and defining its place in contempo-
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rary midwifery practice. Comparing it with other theories 
about labour, revealing contradictions, would be a useful 
topic for future investigations. 
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Postpartum bleedla& 
Wbat's •aormal' ? 
Do you tell clients that they may 
experience vaginal blood loss for two weeks 
following childbirth, or for four to six weeks 
or longer ? A new study funded by the US. 
Agency for international development 
indicates that vaginal bleeding may be 
perfecdy normal up to eight weeks follow-
ing delivery, and in women who are fully 
brcastfeeding, does not signal the return of · 
nonna1 menses. Women using lactational 
amenorrhea (LAM) as their contraceptive 
choice should not discontinue this method if 
they notice bleeding within eight weeks of 
childbirth. 
Network Family Health lntemationa/11, 1. 
Cuttlag the Caesarean rate 
Concerned about 'the causes and cures 
for the caesarean epidemic', Vancouver's 
Women's Hospital came up with a four 
point project focused on nulliparous women 
at term with cephalic presentations. They 
targeted the following areas: 
1. •keeping the women out of hospital Wltil 
they were 4 em dilated' 
2. 'keeping the epidural away from the 
mother's back until 7 em' 
3. 'keeping the induction parties away from· 
her until she was a true 42 weeks' 
4. 'keeping continuous fetal monitoring 
away from normal healthy women' 
The First Births Project resulted in a 
200/o reduction in their caesarean section rate 
with no increase in mortality. For details 
check: www.cbildhosp.bc.ca/woens/ 
WomMain/1 stbirth.htm 
17ae Compleat Mother, 59, Fall2000, p 9. 
Men catch Chlamydia too 
A study sponsored by the US National . 
Institute of allergy and infectious disease 
(NIAID) bas just shattered the old chestnut 
that men are less susceptible to chlamydia 
infection than women. In a study of 958 
people, using a variety of diagnostic 
methods, men and women were found to be 
equally at risk of contracting chlamydia 
infection. This study may indicate the need 
to actively screen men in order to treat 
chlamydia infection and prevent men from 
infecting women in whom the disease can 
have serious long term consequences such as 
infertility. 
Network Family Health International 17, 2. 
New drugs for AIDS treatmeat: 
Possible cures or false hopes? 
New treatments for AIDS can reduce 
the amount of HIV in infected individuals to 
levels which can not even be detected. This 
breakthrough has raised hopes in the medical 
and scientific communities of a "cure" for 
AIDS. However prevention still is, and 
probably will be for the foreseeable future, 
the best weapon against AIDS. Drug 
treatment can never replace prevention and 
the high cost of AaS drugs puts them out of 
the reach of most of the world's population, 
especially in the developing countries where 
9()0/o of HIV infection occurs. 
Network Family Health lnternational11, 2. 
Emergency contraception for usen of 
barrier methods 
While condoms and other barrier 
methods are excellent fonns of contracep-
tion, failure of these methods is often cited 
as the cause of unwanted pregnancies. 
Providing the users of barrier methods with 
a 'back up' hormonal method may make 
emergency contraception more accessible 
and acceptable to clients. Several trials are 
in progress to evaluate the possible benefits 
of this dual method of family planning. 
Network Family Health lnternationa/11, 2. 
k · A New VI:'AC Concern from * 
IDa May GasldD 
"My partners and I have been attending 
VBACs at home for nearly two decades, 
with a success that bas been gratifying. 
However, within the last few months, I have 
become aware of a relatively new obstetrical 
technique that bas an impact upon the 
safety of VBAC and has prompted us to 
change our protocols. 
Here's what I know about the new 
technique. Prior to 1991 or 1992, the uterine 
incision was closed in two layers (a locking 
suture, followed by a running imbricating 
suture), thereby thickening the tissue that 
will ultimately make tbat lower uterine 
segment scar. Around 1991, an article 
appeared in the literature (again, I'm 
working against deadline, so I haven't yet 
located it) suggesting that a single-layer 
closure healed just as weD. Despite the 
misgivings of many older physicians, the 
new method bas been widely adopted. 
There have been reports over the past 
few years of an increase in tbe incidence of 
placenta accreta and even worse placental 
implantation complications, such as 
placenta percretas and incretas at the 
previous uterine scar. (Sometimes the 
placenta actually grows into the woman's 
bladder.) All of these complications place 
the mother's life at great risk. 
At last December's Safe Motherhood 
Initiative-USA meeting, Anne Richter, one 
of the ACNM representatives, and I were 
talking about placental problems. She 
mentioned a session on placentas that she 
had attended at tbe last National Associa-
tion of Childbearing Centers conference that 
had touched upon the possible dangers of 
the single-layer uterine closure. I ordered the 
audiotape of the session and found it 
sufficiently chilling to prompt the change in 
our protocols, which I will detail at the end 
of this article. 
KurtBenirschke, MD, a pathologist 
who has just retired after a long career, 
conducted the session. He reported that in 
the three years after taking a new position at 
a hospital in San Diego, he had encountered 
a high incidence of placenta accreta: 7 cases 
in 1999, 9 cases in 1998, and 6 cases in 
1997. All bad followed lower uterine 
transverse cesarean section. Before moving 
to San Diego, he had worked as a patholo-
. gist for many years in Boston, where he bad 
never seen a case of placenta accreta. 
According to Benirschke, the difference 
between the practice of the obstetricians in 
San Diego and those at the Boston hospital 
where Benirschke worked was that the 
Boston physicians still closed the uterine 
incision in two layers, whereas in San Diego, 
they sutured with one layer only. He 
remarked that be had just spoken to the 
members of the San Diego Ob/Gyn Society 
and advised them to go back to the older, 
more careful way of suturing the uterus after 
cesarean. 
Just as he warned them, I am warning all 
midwives to add this factor into your 
criteria for deciding whether VBAC is a safe 
choice for a woman. From now on, we at the 
Fann Midwifery Center will only attend 
out-of-hospital VBACs for those women 
who have had documented double-layer 
closures of the cesarean incision. We must 
sec tbe operative report. If the mother is 
unable to obtain this report or if this 
information has been omitted, we do oot 
believe we have sufficient grounds to take 
the risk of an out-of-hospital VBAC Ia bor. 
If the mother decides to go ahead with the 
VBAC, one of us will serve as her doula in 
the hospital. We believe that the stakes for 
women are too high to warrant our waiting 
for randomized controlled trials on this 
subject (which may never be performed). I 
know obstetricians who have already 
witnessed two maternal deaths of this kind 
in hospitals, where all the best technological 
help was available. Even so, all efforts to 
save these mothers were futile. The only 
way to deal with this problem is prevention, 
which means spreading the word among 
physicians and midwives so that the one-
layer closure method is abandoned. In the 
mean time, let's not take the chance that a 
maternal death of this type occurs in an out-
of-hospital VBAC." 
Please EVERYONE read the above article lzy In11 May Gaskin 
~~M 
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The 'Term Breech Trial': a multicentre 
study finds Caesarean section best 
j A major international trial, carried out in 26 countries, has produced results which some 
l midwives believe may lead to undermining of their role and skills in breech delivery 
:I 
The results of the 'Term Breech Trial' were published in 
The Lancet on October 21. It was a large research project 
carried out at 121 centres in 26 countries, where 2088 
pregnant women with a singleton fetus in a breech 
presentation were randomly allocated to delivery either by 
planned Caesarean section (CS) or by planned vaginal 
birth. The centres were those where an experienced 
clinician would be available to attend at the vaginal breech 
deliveries. 
The results showed that rates of perinatal mortality, 
neonatal mortality and serious neonatal morbidity were 
significantly lower in the planned CS group. There were no 
differences in maternal mortality or serious maternal 
morbidity. 
Study design 
Considerable care was taken with the design of the study 
as previous research has been criticised for small sample 
sizes or possible bias in design. 
decided against it, or the baby was found to be no longer 
in the breech position. 
In the group allocated to planned vaginal birth, 56.7o/o 
were delivered vaginally. Of the remainder- 451 women, 
who were delivered by CS - the decision to reverse the 
original plan was made because of fetopelvic disproportion 
or failure to progress in labour (50.1 o/o); fetal heart-rate 
abnormality (28.6%); footling breech presentation (15.3%); 
woman's request (13.5%); and various other reasons. 
In all, 21 babies died, but five of these were suffering 
from lethal congenital anomalies such as anencephaly or 
heart problems, and were excluded from the analysis. 
Of the other 16, three were in the planned CS group and 
all of these were from countries with a high PMR. The 
remaining 13 deaths were in the planned vaginal delivery 
group, and 1 0 of these occurred in countries with a high 
PMR. Serious neonatal morbidity was analysed in the 
same way (see Table). 
• 'Breech presentation' was 
defined as 'frank' or 'complete' 
breech at term (> 37 weeks' 
gestation). 
Perinatal or neonatal mortality at < 28 days and serious neonatal morbidity 
Outcome Planned CS Planned vaginal birth 
Perinatal/neonatal mortality 3/1039 (0.3%) 13/1039 (1.3%) 
Low national PMR 01514 315 11 (0.6%) 
High national PMR 31525 (0.6o/o) 10/528 (1.90/o) • Cases of fetopelvic 
disproportion, fetuses> 4000 g, 
hyperextension of the fetal head, 
suspected fetal anomaly and 
maternal contraindications to 
vaginal delivery (e.g. placenta 
praevia) were excluded 
Serious neonatal morbidity 14/1036 (1.4%) 39/1026 (3.8%) 
Low national PMR 
High national PMR 
• The study was approved by research ethics 
committees in each case and all women enrolled gave 
informed consent 
In the analysis of results, many factors relating to either 
mother or child, e.g. maternal age and parity, gestational 
age at birth and fetal size or weight, were taken into 
account to identify any association with the outcomes. 
Participating centres 
The study was initiated and co-ordinated in Toronto, .. 
Canada, but the aim was to involve participating centres in 
many other countries including those with a low perinatal 
mortality rate (PMR) ( o 20/1 000) as well as those with a 
high (> 20/1 000) PMR. These categories were based upon 
a 1996 WHO report. The countries in the low PMR group 
were Australia, Canada, Chile, Denmark, Finland, 
Germany, Israel, Netherlands, New Zealand, Poland, 
Portugal, Romania, Switzerland, UK, USA and Yugoslavia; 
those in the higher PMR group were Argentina, Brazil, 
Egypt, India, Jordan, Mexico, Pakistan, Palestine, South 
Africa and Zimbabwe. 
Findings 
Of the women allocated to the planned CS group, 90.4o/o 
were delivered by Caesarean section; for the others, there 
was no time to carry out the operation, or the woman 
21514 (0.4%) 26/508 (5.1%) 
12/522 (2.3o/o) 13/518 (2.5%) 
Further analysis oflhe results demonstrated that 
outcomes were still better in the planned CS group, even if 
cases with a possible greater risk were excluded, such as 
delivery after prolonged labour; delivery after induced or 
augmented labour; footling or uncertain type of breech 
presentation; and those deliveries which took place when 
an experienced clinician was not present. 
The only group of cases where there was little or no 
benefit from planned CS delivery was among those babies 
in countries with high PMR who suffered serious morbidity. 
The researchers suggest that this may be either because, 
in these countries, problems may have gone undetected 
when mother and baby are discharged very soon after a 
straightforward vaginal birth; or because clinicians have a 
great deal of experience with vaginal breech delivery. 
Conclusion 
The results provide 'reasonable evidence that a policy of 
planned vaginal birth is no longer to be encouraged for 
singleton fetuses in the breech presentation'. 
Hannah ME, Hannah WJ, Hewson SA, eta/. (The Term 
Breech Trial Collaborative Group). 2000. Planned 
caesarean section versus planned vaginal birth for breech 
presentation at term: a randomised multicentre trial. The 
Lancet; vol356, October 21, 1375-1383 
More detail also available on the website 
www .the lancet. com 
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Pain in Labour- Is it Insufferable? 
Mothers' Experience and Attitudes 
Margaret Jowitt 
NICKY LEAP'S articles on midwives' attitudes to pain in 
labour in the September 1999 and March 2000 issues of 
MIDIRS have inspired me to report some of my own 
research into mothers' experience of pain and their attitudes 
to it. Nicky's research originated from trying to answer two 
accusations laid at the feet of 'cruel' midwives: first, "Why 
should women suffer pain in childbirth in the 1990s?" and 
second, "Why on earth would you not offer pain reliefr'. 
She found that she could divide midwifery thinking about 
pain broadly into two schools of thought, first the 'pain 
relief' paradigm and second the 'working with pain' para-
digm. Initially, I assumed that the midwives ascribing to the 
second paradigm enabled mothers to work with the pain but 
on closer inspection it seemed to be midwives working with 
. . 
womenmpam. 
What do mothers think about pain in labour? Do they 
have comparable attitudes to midwives? Are there two 
types of mothers, those who want pain relief willy nilly, and 
those who will 'grin and bear it', or work with it? 
The very next abstract in the March issue of MID IRS 
gave perineal trauma rates after epidural; the hospital 
concerned had a 70.9% epidural rate (which itself carried a 
higher risk of episiotomy and operative delivery which was 
associated with increased perineal trauma). This high 
epidural rate must be the result of a wide acceptance of the 
pain relief paradigm on the part of service providers, albeit 
readily accepted by many women. 
Recent newspaper articles also seem to be pushing the 
pain relief paradigm, deriding women who wish to do 
without it. Already some midwives are qualifying without 
ever having seen a woman labouring without an epidural; 
they have had no chance to discover whether there are any 
benefits of 'working with pain'. 
But is labour always painful? The ARM ukmidwifery 
internet mailing list was discussing 'white coat hyperten-
sion' and the subject of pain came up (see page 36). The 
possibility of naturally pain free labour was ridiculed. The 
'pain relief' paradigm is gaining ground relentlessly. 
Pain is a subjective experience - only the person suffer-
ing can know what it feels like. Thus our own attitudes to 
pain and pain relief are highly subjective. Midwives' 
attitudes will be coloured by what they have been taught, 
the experience ofbeing with many women in labour and, for 
those who are mothers, their own experience of childbirth. 
And we must not forget other experiences of pain, for 
example toothache, and dental treatment - the one physi-
ological and the other related to treatment. These are 
different types of pain - some of us are willing to endure the 
latter in order to avoid the fonner while others require 
anaesthesia for dental work. Pain is not a single entity, it has 
different qualities according to its origins and it also bas 
different meanings attached to it. 
A\ZM 
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I have been interested in the possibility of painfree 
childbirth ever since reading Grandy Dick Read's Revelation 
of Childbirth ( 1933). Rayner Garner, a contributor to the 
email list seems to share my opinion that a relaxed environ-
ment will help to prevent pain. I have to admit that my 
opinion is based on subjective experience. I have bad four 
babies with labours lasting from one and a half hours to 12 
hours and in all those labours I remember only two contrac-
tions which were really painful, both in my first (induced) 
labour, an OP presentation in hospital, they occurred when I 
experimented with resting on the bed. The pain was excruci-
ating, I soon reverted to my previous position. Some of the 
other contractions were very fierce but none of them was 
actually painful. Second stage does have pain but I remem-
ber it as mental pain rather than physical pain - not wanting 
to finish the job, wanting to put it off for another day. This 
seems to be a common reaction to second stage. Perhaps it 
relates to a fear of being split open - we all know bow big a 
baby's bead is and bow small the opening through wlllcb it 
must be born. How can we fmd the courage to inflict such 
injury on ourselves? 
Perhaps I have a different definition of pain? Anyway, 
after the third, perfect, painless, labour at home, I decided to 
do some research and approached my old university with a 
research proposal to look at women's experience of birth at 
home and in hospital. I wanted to discover whether home 
birth mothers were simply more stoical about pain than 
hospital birth mothers or whether they reported less pain, 
and if so why labour should be less painful at home. 
TbeMothen 
This article is based on clinical notes and interviews 
with 63 women, 26 of whom, at the onset of labour at term, 
~been intending to give birth at home (H) and 37 who 
had intended to give birth in hospital, either in the GP unit 
(GP, 22) or the consultant unit (CU, 15). Six of the home 
birth women were transferred to hospital during labour but 
were analysed under the home birth group (this method of 
analysis is known to most researchers as 'intention to 
treat'), thus the home birth group included women who 
ended up in hospital with an epidural. With the help of the 
hospital computer and computer staff I tried to match 
intended home birth women with intended GP unit mothers 
and consultant unit mothers by age, parity and social class. 
We never did manage to match all the home birth mothers to 
GP unit and CU mothers but the three groups did not differ 
significantly from each other. 
I must point out that the women I interviewed were not 
typical of the childbearing population as a whole since 48 of 
63 bad chosen not to labour in a consultant unit. Neverthe-
less, I hope that their experiences will cast light on pain in 
childbirth. For those of you who are interested, only one 
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seemed to me to fit the NCT stereotype (as I perceive it) and 
one other was an NCT teacher. One third of the mothers 
came from social classes III(Manual), IV and V, the 'working' 
class (surely as much an insult to those in classes I, n and 
ID(Non-Manual) as it is to the latter). Please forgive the 
unPC nature of the classification, but this is how formal 
research has to be conducted, social class is related to many 
outcomes in childbirth and it would be foolish to ignore it. 
(Incidentally, I found that 'working class' women were just 
as articulate in recounting their childbirth experiences as 
middle class women.) I have quoted women's own words 
liberally in this article - we need to hear their voices strongly 
through the sometimes turgid academic writing! 
Statistical Methods 
Even when looking at women's experiences of childbirth, 
asking questions about the quality of their experience rather 
than quantitative factors such as the length of labour, it is 
possible to use statistics to compare one group with 
another; these are known as non-parametric statistics. I 
used a technique known as grounded theory to pick out 
themes and concepts mentioned by women in answering 
each interview question. Sometimes women's responses 
could be ranked in a meaningful order (e.g. intensity of pain) 
and sometimes they had categories to themselves (e.g. a 
particular word used or not used). 
While it is patently ridiculous to estimate, for examp~e, 
that 'severe pain' is ten times worse than 'painful', we can 
order women's responses into a reported pain scale from 'no 
pain', through 'painful' and 'severe pain' to 'unbearable/ 
agony', and give them a number (a 'rank') and we can then 
say confidently that women ranked low report less pain than 
women ranked high. Then if we divide women into groups, 
for example, intended home birth, intended GP unit birth and 
intended consultant unit birth, we can add up the rank 
numbers in each group and find an average rank and then 
use standard statistical tests to see if any difference is likely 
to have happened by chance, or whether the two things are 
likely to be related. 
The usual tests of significance give a 'p' value and if 
this value is 0.05 or less then the chances are that the two 
things are related (not necessarily through cause and 
effect). The lower the value of p, the more likely it is that the 
two things are related. A p value of0.005 is likely to reflect a 
strong association between two variables. 
While the main purpose of my study was to compare the 
experience of women labouring in different places, I was 
also able to divide women into two groups: those who 
mentioned a particular concept (for example, saying some-
thing like 'contractions are like period pains') and those 
who did not mention the concept, and then compare the 
average ranks of each group on the reported pain scale and 
find out which group reported less pain. 
Results 
Pain relief used and reported pain 
I used an ordinal scale of physical invasiveness of pain 
relief method for analysis of pain relief given: nil; TENS; 
Entonox; pethidine; epidural, this appears comparable to the 
'hierarchical menu of pain relief referred to in Nicky's 
article. 
As was expected, mothers intending to give birth at 
home tended to use the least invasive pain relief methods; 
half of them used nothing. Only those transferred to 
hospital used anything more powerful than Entonox. A fifth 
of the CU mothers used nothing, but all of the GP mothers 
used something (p < 0.0001 ). 
Before I mentioned the word 'pain' in the interview I 
asked mothers how they would describe a first stage 
contraction to a first time mother and based on their actual 
words I created the pain scale described above. Nearly all 
women mentioned pain, and those that did not were asked if 
contractions were painful. 
When analysed by three groups: home, GP unit and 
consultant unit the groups did not differ significantly but 
when analysed by intended home birth and intended 
hospital birth (GPU and CU groups combined) intended 
home birth mothers reported contractions as significantly 
less painful than intended hospital birth mo~ers (p < 0.02). 
Thus the hypothesis that mothers labouring at home tend to 
report less pain was supported. 
However, pain was not the only sensation reported. The 
following ideas were also mentioned and most of these had 
a statistical association with reported pain. 
Qualitative aspects 
Contractions as waves 
23 women referred to rhythm and timing, to wave-like 
sensations, pauses between contractions and an end in 
sight. Describing contractions as coming in waves was very 
significantly associated with reporting contractions as less . 
painful (p < 0.005). A selection of responses is given below; 
letters in brackets indicate intended place of birth. (Some 
responses fall into more than one category.) 
Just a wave of period pain, swift, that comes and goes very quic/cly, 
easy to cope with (H) 
Comes from the side, builds up to the middle, rock hard, a wave, 
and back (H) 
They creep up on you, they rise like a Slendertone which you put on 
and build the power up. First contractions only build up so far, the 
later ones go round the dial (CU) 
Each one lasts longer and is more severe (CU) 
In my case a dull pain, later on much more pain, intense, build up 
then ease off till the next one comes (GP) 
Pain that goes to a crescendo then tapers off again. Contraction, 
rest, contraction. When there s 20 minutes between them you can 
cope(GP) 
Contractions as ti&}lteniDKS 
14 women mentioned tightening and muscle tension in 
their descriptions. This was also associated with reporting 
contractions as less painful (p < 0.005). 
Something pulling muscles in your stomach (H) 
.A gradual build up, a tightening round my stomach, not 
unpleasurable in the beginning, quite exciting, not painful (H) 
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Strong tightenings of the vagina, come over the hips and down to 
the front (CU) 
Not worth trying to describe (but she does!] like a really strong 
tight muscle pull (GP)* 
Where contractions were felt 
21 women described where the pain was felt, sometimes 
adding how it moved. These women were also less likely to 
describe contractions as painful (p < 0.02) 
A kind of pain, a heat inside you at the bottom of your back and 
stomach (H) 
A build up of tension round your stomach, mine go into my back as 
well(CU) 
Ache travels over hips (CU) 
It spreads across the top then vanishes (GP) 
Starts in the bonom of the back, comes round to front (GP) 
Don't know bow to describe a contraction 
Conversely, the 7 women who did not know how to 
describe a contraction (apart from pain, and apart from the 
woman who said she couldn't but did, see • above) re-
ported them as more painful (p < 0.002) 
I don t know, just painful, takes your breath away (CU) 
I wouldn t know, don t know how to (CU) 
I wouldn t know where to start, I did find them painful (GP) 
Not worth trying to describe (GP) 
Like period pains 
The 26 women who reported a resemblance to period 
pains were no more or less likely to report contractions as 
painful: 
A severe period pain (H) 
A dull ache like a period pain (CU) 
A very, very strong period pain that does not go away (CU) 
Very, very painful, worse than period pains (GP) 
Like a really bad period pain, quite mild at first, then cramps (GP) 
CQpin& strate&ies 
Seven home birth mothers and six hospital mothers gave 
a coping strategy: 
It only hurts if you worry about it (H) 
Be positive, this one is one less (H) 
The pains there but as long as you know what s happening, 
emotionally, you can get over that (H) 
There s a time limit, a rhythm, breathing helps (H) 
Acknowledge its there, not ignoring it. Don t ·tense up, nice 
sensation, nothing to be frightened of. Its more painful if you're 
tense (H) 
Pretend that each one is the only one. 1/eant on something. 7ry not 
to fight it - its hard not to fight it (H) 
.A.s long as you understand what s happening, what s going on, then 
you can cope with it (GP) 
I could control it with gas and air (GP) 
This remark was made by the only woman to mention the 
effect of pain relieving treatment in her description of a 
contraction. 
Midwives' reported words 
Several women remembered and reported the advice of a 
midwife from a community antenatal class: 
One more is one less 
Pain is gain 
But perhaps this is most pertinent for a written account: 
Whatever you've read, your experience is different, don t get a fixed 
idea of what it will be like for you (H) 
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Comment 
While I agree that every woman's experience will be 
different, and that it does not help to have a fixed idea of 
what labour will be like, I feel that, whether they laboured at 
home or in hospital, these women have something to teach 
us, and through us, women who are preparing for their next 
labour. From my own experience I could personally endorse 
each of the coping strategies given above (including the 
gas and air, which was enough for me to cope with an 
A.R.M. induced OP labour) . 
The Sensational Approach to Labour 
I think we could perhaps add more to our advice to 
pregnant women in antenatal classes. Those women who 
were able to describe a contraction in terms of their wave-
like qualities, the place where they are felt, and the sensa-
tion of muscle tightening, reported less pain. 
Antenatal teachers might do well to highlight the 
physical sensations of contractions in addition to informing 
women of methods of pain relief. Similarly, midwives 
working in labour wards could encourage women who are in 
early labour to describe to them the sensations they are 
experiencing so that women could then concentrate on the 
physical sensations rather than the pain. This cognitive 
approach to labour could enable women to cope better with 
later, fiercer contractions. If nothing else, highlighting 
positive aspects of contractions might distract women from 
. pam. 
Period pains 
In this study there was no statistical evidence to 
support the view that women who have period pains are 
likely to experience bad labour pain. My own view is that 
period pains are probably the result of the uncoordinated 
contractions of a uterus that is failing efficiently to expel 
menstrual products and that painful contractions in labour 
(such as the two I experienced in my fust labour) are 
likewise the result of a uterus that is not being allowed to do 
its job properly. 
Women'sAttitudes to Pain 
The next questions in the interview were designed to 
elicit women's attitudes to pain in labour. 
"If there was a drug that stopped pain wit~ absolutely no 
side effects on the baby would you have used it?" followed 
by, "If not, why not. " I will refer to this as a &wonder drug' . 
Drugs or No Drugs 
Many women doubted whether such a drug existed -
''There'll always be something ... "said one. Some women 
pointed out that they would be worried about side effects 
on themselves and others seemed to assume that the 
question referred to epidurals (9, all hospital mothers). 
Two thirds of the women (42, of whom 23 were in the home 
birth group) said they would not use such a drug and one 
third said they would. These figures will not be typical of 
the childbearing population as a whole because intended 
home birth mothers were significantly less likely to say 
they would use a pain relieving drug (p < 0.01); neverthe-
less half the GPU mothers were also against using a 
'wonder drug' ( 11 for, 11 against) and just over half the CU 
mothers were against using a 'wonder drug' (8 against, 7 
for). 
If more than half the women would choose not to use a 
completely safe drug to eliminate pain it must mean one of 
three things: they did not want to risk their own or their 
child's health; they did not experience the type of pain that 
needed to be relieved; or that the pain of childbirth is not 
necessarily something to avoid. 
'I would use such a drug' . 
I suggest that the following responses are the mothers' 
equivalent to Leap's pain relief paradigm: 
There~ no point in having pain, its not spiritual (H) 
Yes, I don t believe in having pain if there~ something to talce it 
away(GP) 
Yes, why suffer, but it must be completely safe before I'd contem-
plate it (GP) 
I'm not one for natural childbirth (GP) 
I can do without that sort of pain (GP) 
If they've got the technology they can use it on me. I just want the 
end result (CU) 
I don~ believe in having pain ifthere:S something to take·it away 
(GP) 
Yes, but not an epidural ( 6 mothers, mostly citing knowledge of the 
side effects of epidurals) 
Yes, an epidural (2 mothers) 
However, even those mothers saying they would use a 
'wonder drug' didn't want all the pain taken away: 
Yes, but not [the pain to be taken away] completely (GP) 
Not for the birth itself(GP) 
'I might use such a drug' 
Nothing is simple, however. A few of the mothers said 
that they might use such a drug, but only in certain circum-
stances - it would depend on the labour itself, the type of 
pain, severity of pain and how long it lasted. 
Not for my second birth, I felt I coped well with Entonox. I had 7 5-
100 mg of Pethidine for the first, it knocked me for six and led to 
forceps (H) 
With back labour you'd do anything (GP) 
If labour was worse than mine was, yes, but by the time you need it 
it~ too late. (GP) . 
It depends how long the labour is. (GP) 
Yes because the pain~ that bad but I'd want to feel the birth itself 
(GP) 
Just knowing that unbearable pain can be relieved may 
be enough for women to do without pain relief. 
I would want a drug available (H) 
Play it by ear (H) 
'No' 
Only two of the women mentioned 'work'in connection 
with pain which suggests that, for women, the concept of 
'working with the pain' is not very meaningful, at least in 
first stage. The work involved in first stage is more a 
passive 'putting up with the pain' rather than active work 
(although it might take mental work to avoid giving in to 
the pain, to actively tolerate it). 
You've worlwJ for what you've got, you'd feel cheated without pain 
(H) 
You wouldn ~ have to put any effort in to having a baby, put work in 
to having the baby (CU) 
Because: 
There is no such dru& 
11 mothers (9 home, 2 hospital). For these mothers the 
question was academic and therefore largely unanswerable. 
The difference between the ·home and hospital mothers is 
apparent in this case. 
There~ always going to be something (H) 
I wouldn tlcouldn t believe the lack of side effects (H) (CU) 
Side effects put me off (GP) 
It is not surprising that women took the question with a 
pinch of salt; all the way through pregnancy they are told of 
the dangers of drugs including nicotine and caffeine and if 
these drugs can damage the baby then anything powerful 
enough to prevent pain must have side effects. 
A dmK for pain relief was not needed 
14 mothers (7 home, 7 hospital) 
Pain doesn t bother me (H) 
I can put up with it for that length of time, everyone~ different (H) 
I used personal distraction techniques - breathe rythmically and 
deliberately, blow on things, very effective (H) 
It~ not horrible, not even the hospital one [her last birth], labour 
isn t worse than period pains, I haven t wanted pain relief (H) 
Pain is short lived, I could ta/ce it (CU) · 
The way I cope with it I felt more in control, I preferred to stand it 
my own way, yoga techniques, no problem (CU) 
You can cope with it on your own if you are confident and happy 
(GP) 
Labour is not a bad experience really (H) 
Pain is not that unbearable, I just enjoyed it. I was lucky (GP) 
Included in this section are three subcategories: labour 
is not painful; drugs are not the only way to deal with pain; 
and pain is bearable/can be coped with without drugs. 
Pain is an inte&ml part of the childbirth eXPMence 
18 mothers (9 home, 9 hospital). 
Pain is meant to ~ it maJces it all worth it (H) 
Its the way things are meant to happen (H) 
It~ a mother~ pain, you 're built to fight that kind of pain (H) 
Its all part of the experience (H) 
Pain is there for a reason (H) 
You've to go through the pain to have a child, recovery is instant 
(CU) 
It~ all part of giving birth, all part of going through the process, 
pain is supposed to~ (GP) 
You 're built to give birth, if you were built to have pain free 
childbirth you'd have it. It~ against nature (CU) 
I never moan about pain. Pain is all part of childbirth, I wouldn t 
have anything to stop the pain completely; you 've got to have the 
pain otherwise you might as well have a caesarean (GP) 
It~ all just part of giving birth, you 've got to suffer pain, you know 
why you're getting the pain (GP) 
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Want to experience birth for its own sake and for practical 
reasons 
1 S mothers (9 home, 6 hospital): 
I want to feel my baby being born, want to feel it, experience it (H) 
I want to experience is unless it gets too bad, its the giving part of 
giving birth 
I want to feel the birth itself, that s how it should be, no local 
anaesthetic for the birth 
I wanted to know what it was like, and then I wanted to experience 
it (H) 
Not an epidural, I don t feel I've somehow felt I've been through 
labour, something I haven t done, felt you'd had a child (CU) 
practical reasons: 
It would malce it difficult to know where you were in labour, you 
need the sensations (GP) 
[with a drug] you don t know when a contractions coming on and 
when its faded away (GP) 
You can feel what you're doing, can feel what s happening, pain is 
there for a reason (H) 
Need to stay in control 
6 mothers (3 home, 3 hospital). 
You're not in control any more, you might as well be dead (H) 
A positive being in charge (H) 
The way I cope with it I felt more in control (H) 
I enjoyed labour so much, being in control of pain (CU) 
Once you're on a drip its out of your control (CU) 
You don )feel in control then (GP) 
Pain brin&s its own rewards 
I'm pleased, proud (H) 
A worthwhile pain, an achievement, you've wor/ced for what 
you've got (H) 
You need to feel after you've given birth, I've done it, this is my 
achievement (GP) 
Pain is meant to be, it makes it all worth it. Pain is there but as 
long as you .brow what s happening, emotionally you can get over 
that (H) 
Result is worth the pain and discomfort (GP) 
I cope with it on my own, if you are confident and happy, the result 
is worth the pain and discomfort (GP) 
Pain is acceptable 
A 'pain is acceptable' label seems to describe these 
women's attitudes. The reasons why pain is acceptable 
seem to fit the following categories: 
1. No safe drugs to relieve the pain of childbirth exist- pain 
must be accepted for the baby's sake (and/or the 
mother's sake) 
2 The pain is not bad enough to require relieving - it is 
relatively easy to accept the pain 
3. Pain is part of a natural process and therefore accept-
able. (Pathological pain, however, may need to be 
relieved) 
4. Women want to experience the good aspects of labour 
and therefore will accept the bad aspects 
S. Women accept pain as a price to pay for staying in 
control 
6. Pain is an acceptable price to pay for a sense of personal 
achievement 
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One fmal word about the no 'wonder drug' group - I hope it 
goes without saying that when no pain is perceived by the 
mother, no pain relieving treatment is necessary. 
Conclusions 
Why should women suffer pain in childbirth in the 1990s? 
This question is of course rhetorical; we are not ex-
pected to reply. It goes without saying that labour is 
painful, that women suffer, that pain relief prevents suffering 
and that women ought to take up the offer - one is tempted 
to add, if only for the sake of the people caring from them. 
However, the women in my study made a good shot at 
answering the real question, and the answer, somewhat 
conveniently for me, lies in the arch~ic meaning of the word 
'suffer' which means simply 'to go through with, to accept, 
to tolerate'. But the 1990s sanitised version of birth does 
not suffer these fools gladly - nor the midwives who are 
prepared to suffer their suffering. The first, modern, defini-
tion in the OED, 'to experience .... ',tells us why many 
women are prepared to suffer labour, labour is seen as part 
of the process of life and they want to live it, one woman 
even put this into words, uYou might as well be dead". The 
women refusing pain relief in my study were not preparing 
for martyrdom in the childbirth stakes, they were asserting a 
human right to be allowed to feel. 
Why on earth would you not offer pain relief! 
The romantic in me makes the glib reply, ''to allow 
women to experience a little bit of heaven," but at the same 
time women must be able to choose not to feel - we cannot 
uninvent the epidural and there is no doubt that it has made 
labour a bearable experience for many women, including a 
few in this study. The art of midwifery may well lie in 
knowing when to offer pain relief: one GP unit woman in this 
study was disappointed at being offered pain relief, 'half an 
hour before I needed it." (How many readers are wondering 
whether the very offer of pain relief made the pain unbear-
able?) Midwifery education is lacking if it does not attempt 
to teach midwives how to accept, to work alongside, 
women's pain. It is substandard if it produces midwives 
who are unable to distinguish bearable from unbearable 
pain, to distinguish midwives' suffering from mothers' 
suffering. 
And to cap it all there is another invidious thread which 
is threatening women's autonomy as birth givers - the 
prospect of fetal pain is rearing its head. Will this become 
another pain which 'ought' to be relieved because, in our 
present state of ignorance about the development of the 
mind, we think it serves no useful purpose? How long will it 
be before pain relief is forced upon women with the words 
that it is, 'for the good of the baby,' when the maverick in 
me suspects that, like many developments in childbirth, it is 
for the convenience of the caregivers? 
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The Concept of 'Care' in Midwifery Practice 
Lorna Davies and Sarah Wickham 
IT HAS BEEN UNDERSTOOD for some time that the analysis 
of the language and discourse midwives use is essential to 
our development as an autonomous body. This has also 
been highlighted as being important in enabling us to under-
stand issues of power and empowerment in professional 
interactions. As Walton ( 1995) notes, language has the 
ability to empower or disempower women through day-to-day 
clinical and social interactions. 
It has recently occurred to us that the word 'care' crops 
up often in our discussions and in record keeping, yet we 
feel uncomfortable with some of the uses of this seemingly 
innocuous word in midwifery practice, and what this might 
convey to childbearing women. The connotations of this 
word verge on the patriarchal, thus further reinforcing the 
biomedical model and the domination of childbirth by m~le 
systems of thinking. 
For instance, some of the ways we use this word include; 
'under the care of', 'care handed over to' and 'care taken 
over by'. We felt this rendered the woman as a passive 
recipient of the process we described as 'care', rather than 
being an autonomous person, making decisions about her 
body, her baby and her childbirth experience. We began to 
analyse the language and concept of care, hoping to under-
stand more clearly the issues involved and whether this truly 
represented what we felt were essential components of the 
interaction between women and midwives. While researching 
the area, we found that there was a feminist perspective 
which is rarely acknowledged within midwifery, but which 
could serve to inform and influence the further development 
of a philosophy of care for midwifery. It is this that we have 
chosen to write about, in the hope of stimulating debate 
amongst midwives in this area. 
Caring is pivotal to keeping the human enterprise going, 
yet its function is invisible in the organisation of our daily 
lives Sheila Neysmith ( 1991) 
An Ethic of Care 
Caring is ethically important, because it signifies conse-
quential ways in which we matter to each other. According to 
Tronto (1993), the main values underpinning an ethic of care 
are attentiveness, responsiveness and sensitivity. A caring 
perspective is distinguished by a concern for care and taking 
responsibility in interpersonal relationships. Carol Gilligan 
( 1982) argues that these are predominantly gender specific 
values, and in modem-day Western society are considered to 
be women's values. 
In the same paper she also decrees that there are sex 
differences in moral reasoning. The 'voice of care' character-
ises many women's thinking about morality, in contrast to a 
voice of justice more typical of those responses received from 
men. Those who have a justice perspective place more 
emphasis on rights, duties and general obligations. We can 
see this in relation to the phrase 'duty of care', which is used 
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to describe the responsibility midwives have towards the 
women they serve. 
In Gilligan's study, women saw morality as matter of 
preserving valued ties to others and of preserving the 
conditions for mutual care, without which human life becomes 
somehow meaningless. Conversely, men saw morality as a 
matter of finding 'workable traffic rules for self-assertors, to 
avoid inadvertently or overtly frustrating each other'. This 
allows them if they so choose, the opportunity to cooperate 
in more positive ways to mutual advantage. 
Theoretical perspectives on an ethic of care 
Tronto ( 1993) suggests that caring is an activity which 
includes all that we do to sustain the best possible lives for 
others. Theorists who support this view believe that an ethic 
of care recognises the rich potential of women's experiences 
for bringing balance and full responsiveness to the ethical 
possibilities ofhuman life. This view implies that there may 
be an imbalance in the equilibrium that represents midwifery, 
as the more esoteric and artistic aspects of this are less 
valued in Western models than scientific rationality and 
medical models. This can be seen in some areas of practice 
where midwives are valued more for their proficiency in . 
specialised technical skills than for their ability to support and 
promote physiological birth, or their support of childbearing 
women. 
It signifies the justification of colonisers for the subjuga-
tion of distant foreigners (Narayan, 1995). This view sug-
gests that feminine values of care are little more than the 
symptoms of subordination and dependency and an inability 
to act autonomously. A more negative connotation, this may 
be more representative of the way we currently use the term 
•care' in midWifery, and epitomises the concerns we have 
about the use of this word. 
A third hypothesis propagated by Dancy ( 1983) argues 
that an ethic of care can only lead to endless self sacrifice. 
This relates to the feminist insight that connects the ethical 
significance of sensitive caring to the biases produced where 
the interests associated with men are persistently favoured 
over those characteristically ascribed to women. This can be 
seen in the idea of a sense of 'martyrdom' in relation to 
women's behaviour, and is symptomatic of the kind of 
response often offered by midwives when women express a 
desire to experience childbirth without pharmacological pain 
relief. Midwives uttering statements such as, "There are no 
medals for bravery when it comes to pain in labour," are an 
example of how this sense of martyrdom is perceived in 
practice. 
An Ethic of Care and Midwifery 
Maternal relationships are of fundamental significance. 
The mother-infant connection is the very first human rela-
tionship that most people experience. The mothering role 
provides a privileged example of the possibilities of human 
• • 
.. 
I 
~ . 
.. 
~ I 
' ~· I 
!{, 
..... 
..... 
:r 
I 
l 
I 
f 
- I 
I 
I 
' 
relationships. In addition to creating a new human.life, the 
mother helps to shape her child's experience, language and 
culture. Breastfeeding may be an important aspect at this 
time, as the econiche provided for the child helps nurture on a 
psychoemotional as well as a physical level. The mothering 
experience also provides a supply of memories of caring 
which may develop into ethical practices, and help form an 
individual's fundamental moral code. 
Mothering expresses a way of mattering to another that 
represents something of an archetype for caring (Bowden, 
1997). Motherhood usually offers a natural realm of affection 
and love. It is a role which offers enduring and unconditional 
openness and responsiveness to the physical, emotional, 
social and spiritual needs of another person. In this way, 
mothering carries the full weight of the ideological construc-
tions of caring (Ruddick, 1989). 
We feel there are significant areas of overlap between the 
values of mothering and midwifery. Some may feel that it 
would be wonderful to imagine that this overlap resulted from 
accepting an ethic of care which recognises the rich potential 
of women's experiences for bringing balance and compassion 
to the ethical possibilities of human life. The notion of a 
mutuality of care, embracing the empathic and altruistic 
attributes of' caring' in mothering, could surely be used on all 
levels to enhance the role of the midwife. 
However, the formal organization of maternity 'care' and 
its practices are more directly regulated by external forces 
than the personal realm of motherhood. Additionally, within 
the constraints of the current 'delivery of service', relation-
ships in midwifery are formed between people whose connec-
tion with each other is primarily governed by the responsibil-
ity of one person to respond to and service the needs of the 
other. As a consequence, the caring practices of midwifery are 
subject directly to the determinations of publicly administered 
norms and structured by the demands of publicly sanctioned 
conduct (Bowden, 1995). 
As a result, the 'care' currently provided in midwifery 
practice is largely based on the assumption that feminine 
values of care are little more than the symptoms of subordina-
tion and dependency and an inability to act autonomously. 
This 'care' is governed by a patriarchal medical based model 
which subjugates both the midwives, and the women in their 
'care', and that, as above, such 'care giving' renders the 
woman a passive recipient. 
As previously discussed, many commonly-used phrases 
involve power issues where the woman is deemed to be under 
the authority of another. The synonyms related to care such 
as, ''take charge of ... accept responsibility for ... manage ... 
custody ... supervision ... surveillance ... guardianship" 
equally support this theory. 
It is possible that the reason that midwifery does not 
embrace the positive attributes of care, and the mutuality of 
care achievable in the mother /midwife relationship, is the 
need for a universally-accepted model of midwifery akin to 
those developed by nursing or medical colleagues. 
Midwifery in our society aligns itself closely with nursing. 
Nurses are socialised to 'distance' themselves to protect them 
(and their patients) from self -consciousness if they are 
required to execute awkward or intimately associated proce-
dures, and from emotional involvement and personal anguish 
if they are dealing with or inflicting pain. It may be that as 
long as midwifery is an occupation which· is populated largely 
by those who were initially nurses, it is unlikely to embrace 
the kind of ethical possibilities which would be provided if we 
were able to accept the potential for relating to others in 
personal as well as professional domains. Are we losing the 
potential for this caring effectiveness because this exists in a 
conflicting domain from what we generally understand by 
'midwifery care'? 
It could also be suggested that accepting such an ethic of 
care would involve women taking active responsibility for 
their pregnancy and birth experience (as a rite of passage) 
rather than passively seeking somebody to take the responsi-
bility for them. 
Alternatives to 'Care' 
When asked to consider alternatives to the word 'care', 
we focused on the concept ofbeing 'with woman'; the 
traditional definition of the term Iriidwife. We found words 
such as 'attend', 'be with', 'serve', 'work with' and 'partner-
ship' more closely fitted the concept of mutuality of care than 
those currently in common use. Whatever the terminology 
used, it may be vitally important to women and to the future 
of autonomous midwifery that these issues are raised for 
consideration. 
It would appear that a debate about the natUre and 
concept of care in midwifery is long overdue. Midwives need 
to reflect upon and engage in discussion about the existing 
definitions of care in childbirth and of the resulting implica-
tions for both midwives and mothers. It may be that midwives 
need to defme 'care' in their own terms, and to reconstruct 
the concept to develop a philosophy which is appropriate for 
midwives and women instead of men, doctors, nurses and 
patients. 
Midwives should be mindful of the huge philosophical 
significance of utilising terminology and ideas that support 
the existing ideology relating to 'care' in pregnancy, child-
birth and the postnatal period. The midwifery profession 
should focus on the establishment of new perspectives to 
take midwifery and motherhood forward within a framework of 
mutuality of care, embracing attributes of' caring' which will 
enhance the role of the midwife, and the experience for the 
mother and her family. 
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NHS back-up urged 
for home births 
EXPECTANT mothers who 
want to give birth at home 
should not hesitate to ask the 
NHS for assistance to carry 
out their wishes, the Govern-
ment said last night. 
Lord Hunt, a junior health 
minister, sought to reassure 
mot~ers-to·be of their right 
to ask the NHS for a home 
delivery. Two of his own chil-
dren were born at home. He 
said he was an enthusiastic 
spectator at the birth. 
" What I think we want to 
do as a Government is to try 
and ensure that those women 
who do wish to have a home 
birth - and where it is clini-
cally appropriate for them to 
do so - will get appropriate 
support from the health ser-
vice." However, be said the 
final decision was up to the 
women concerned. 
· Lord Hunt also told of the 
Government's work pro-
gramme to develop and 
improve many aspects of 
maternity care. 
This included safety 
improvements through clini-
cal guidelines on caesarean 
sections, foetal monitoring 
and induction of labour, and 
improved recruitment and 
retention of midwives. 
Lady Cumberlege (C) said: 
" Midwives are fed up, disil· 
lusioned and leaving the ser-
vice. •• This was, she said, 
because of the closure of 
many small maternity u · 
and "changing childbir 
schemes. 
Lady Cumberlege called 
for an enhanced professional 
status for midwives. " Other-
wise I fear that the safety 
and welfare of women and 
their babies is in jeopardy," 
she said. 
Lord Hunt replied that the 
long-tenn viability of some 
small maternity units had 
been called into question by 
issues of their recognition for 
training purposes. This was 
now being discussed with 
health professionals. 
Lady Northover (Lib Dem) 
pointed out that many moth-
ers felt abandoned after 
childbirth and often found 
themselves isolated , 
depressed and anxious. 
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